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Comparison 
of the 


= Curds formed 
| during 


— 


digestion 


=” With LACTOGEN, the large 


solid clot of cow’s milk is 
replaced by a finely divided 
pals curd resembling that of human 


milk. 
LACTOGEN COW'S MILK 


for infant feeding 


Advantages: 
Scientifically balanced analysis. If breast feeding is 
constant composition. 3. Freedom from bacteriologi- . . 

cal contamination. 4. Easy digestibility. 5. Lasting inadequate or fails, 
freshness. 6. Simple preparation. 7. Contains added LACTOGEN can safely 
Vitamins A and D. 8. Mineral content supplemented replace breast milk either 
by the addition of a small but sufficient amount of iron partly or completely. It 


(Ammonium Citrate). is a spray-dried full cream 
milk modified so that on 


BREAST MILK LACTOGEN COW'SMILK | ‘constitution with water, 
(Average) ‘*(Reconstituted) (Average) a milk mixture closely 


FAT .. 3-03°,, 3-5% resembling human milk 


PROTEIN 1-25° 211° 3-49 
o In reentage com SI- 
LACTOSE .._ 7-00, 6-64°, 4-7% 
MINERAL SALT -20°, -45°, tion Is obtained. 
WATER .. 88-05°, 87-77%, 87-7°, 


*LACTOGEN reconstituted with 7 parts of water by weight 
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The germicidal efficiency of ‘Dettol’ remains high 
even in the presence of blood, pus and wound 
debris. This property, coupled with its wide 
margin of safety, makes ‘Dettol’ invaluable for 
use in emergencies, not only by you, but in the less 
qualified hands of others who in emergency 
might have to render first aid. 
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Combines these... 


Verit vid, a product of re 
search by Riker Laboratories 
(California), is an alkaloidal 
extract of hypotensive prin 
ciples obtained by fraction 
ation from Veratrum viride. 
It is freed from the dross of 
the mother substance. Bio 
logically assayed in mam 
mals, with drop in blood 
pressure as end point. Ge 
nerically designated alka 
vervir. 


Veriloid ts available in three dosage forms: 
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IMPORTANT 
FEATURES 


IN HYPERTENSION 


Unitormly potent; con- 
stancy of pharmacologic 
action permits exactitude 
in dosage calculated in 
milligrams. . . 


A unique process of 
manufacture produces a 
tablet which dissolves 
slowly, thus assures Veri- 
loid absorption and action 
over a considerable 
period... 


Moderates blood pressure 
by vasorelaxant action in- 
dependent of vagomotor 
etlect... 


No ganglionic or adren- 
ergic blocking... 


Lability of blood pres- 
sure, sO important in 
meeting the demands of 
an active life, is not in- 
terfered with; no danger 
of postural hypotension. 
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11 


12 


Cardiac output is not re- 


duced... 


No compromise of renal 
function... 


Cerebral blood flow is 


not decreased... 


Tolerance or idiosyncrasy 
rarely develops . . . 


Hence can be given over 
long periods in the aim 
to arrest or lessen pro- 
gression of hypertension. 


Well tolerated in properly 
adjusted dosage; does not 
lead to headache. . . 


Produces a prompt and 
sustained drop in blood 
pressure in all forms of 
hypertension. 


Veriloid (plain) in 2 mg. tablets; 
VP (Veriloid 2 mg., phenobarbital, 15 m.g.); and Veriloid Intravenous 


Solution boxes of 6 ampoules cach of 5 c.c. containing 0.4 mg. Veriloid per c.c. 


Literature sent on request. 
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In rheumatic disorders the commonest symp- 


tom, and the most trying to the patient, is pain. 
Following the pain comes muscle spasm, which 
leads to disability, loss of function—then more 
pain, more spasm. MEPHOSOL (containing 


mephenesin) breaks this vicious circle by the 


direct abolition of skeletal muscle pain. It is 


analgesic and antispasmodic. 


CROOKES 


MEPHOSOL 


Revistered Trade Mark 
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* Nicotinamide . 5.0 mgm. Vitamin D * 250 units 


Little Miss Muffet sat 
on a tuffet, eating 
her C.V.S. 


C.V.S. Candets are designed expressly for those patients who will 
normally reject liquid vitamin preparation, and should be chewed, 
not swallowed whole. Each Candet contains the equivalent of one- 
half (4) teaspoonful of C.V.S Syrup. 


Bottles of 60 Candets. 
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(CHILDREN’S VITAMIN SUPPLEMENT) 
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A delicious citrus-flavoured confection containing: 
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INTRAVENOUS IRON THERAPY IN 
IRON DEFICIENCY ANAEMIAS 
ASSOCIATED WITH 
PREGNANCY CARDIAC DISEASE 
ALIMENTARY INFESTATION 
RHEUMATOID ARTHRITIS AND 
ALL CASES INTOLERANT OR 
REFRACTORY TO ORAL IRON ~ Detailed information is available on request 


we BRITISH CHEMICALS & BIOLOGICALS 


(S.A.) (PTY.) LTD. 
B eng er Laboratories 259 Commissioner Street, Johannesburg 


Phone 23-1915 P.O. Box 5788 


— 


Mepicat Science has been built up from 
many years of careful research. 

Printing owes its modern developments to 
years of careful research and 

trial. We are anxious to place 

the benefit of these developments 

at your disposal, consult us. 


“Print and Progress 
with the Times” 


. CAPE TIMES LIMITED 


CAPE TOWN PLO. Box 764 Phone 11-2010 


Sates Office: St. George's St. P.O. Box I! Phone 2-983! 
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PHARMACOLOGICALLY 


DETOXIFIED 
THYROID 


FOR THE TREATMENT OF 


OBESITY 
MYX@®DEMA 
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ALLIED ENDOCRINE 
DYSFUNCTIONS 
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These side effects do NOT arise with APONDON 


APONDON treatment does not interfere with sleep or normal daily 
activities 
Bottles of 25 and 500 pills 


For further information and samples apply to our Agents: 


LENNON LIMITED, P.O. Box 8389, JOHANNESBURG 


VERITAS DRUG COMPANY LIMITED 


LONDON AND SHREWSBURY, ENGLAND 
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Which course will your patient’s ULCER take? 


Properly charted and steered with watchful discipline, the course of treatment 
of peptic ulcer will, in most cases, run safely and terminate successfully. The 
important role played by aluminium hydroxide in reducing alike the hazards to 
the patient and the length of the voyage is no longer in question. 

Now, with the introduction of Gelusil*, the physician has the means of freeing 
from certain pitfalls the treatment of his peptic ulcer cases. Gelusil is practically 
non-constipating, protects against loss of calcium and phosphorus, and produce- 
no alkalosis; the antacid action of Gelusil is both prompt and prolonged and 

the gels in Gelusil form a mucilaginous protective coating over the ulcer crater. 
Gelusil assures rapid, prolonged symptomatic relief in the treatment of gastric 


HAEMORRHAGE 


hyperacidity and peptic ulcer, 


NO WARNER PREPARATION HAS EVER BEEN ADVERTISED TO THE PUBLIC 


In bottles of $0 and 100 tablets. 


WM. R. WARNER & COMPANY (PTY) LTD., 6-10. Searle Street, Capetown. 


VERACOLATE the true cholagogue-choleretic for Bile Salts therapy... 


* TRADE MARK KRGD 


Veracolate*, which acts as a physiological choleretic and cholagogue in 
restoring the secretion of bile to normal, is a highly effective product for the 
treatment of hepatobiliary disorders. The cholagogic effect is produced by 
the bile salts Sodium Taurocholate and Sodium Glycocholate; the increased 
flow of bile has a valuable flushing effect in the gall-bladder and ducts, and 
the laxative properties of Veracolate promote peristaltic stimulation and 
ensure evacuation, 


frailable in bottles of 50 and 100 tablets. 


INDICATIONS, Functional insufficiency of the liver. Infections of the 
biliary tract. Obstructive jaundice. Biliary drainage (non-surgical). 


During and after pregnancy. Hypoprothrombinaemia. Habitual consti- 


pation. For prophylaxis where gall-stone diathesis exists. 


NO WARNER PREPARATION HAS EVER BEEN ADVERTISED TO THE PUBLIC 


WM. R. WARNER & COMPANY (PTY) LTD., 6-10 Searle Street, Capetown. 
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Optulle 


7 (TULLE GRAS) 
STERILE - NON-ADHERING IMPREGNATED 


DRESSINGS 


MEDICAL PRICES: 


24 Dressings 4° sq. 
OPTULLE IS OF OUTSTANDING value e~ 5/- per tin 


=] Continuous Strips 
for the treatment of burns, septic : . 5 yds. x 8° wide 


wounds, indolent ulcers, eczemas and 12/- per tin 


similar skin troubles. Its wide-mesh 
gauze, impregnated with Balsam of Peru 
in an emollient base, permits free 
drainage of exudates, and the dressing 
requires only infrequent changing. 


Optulle is a very effective first-aid 
dressing for burns, scalds, cuts and 
abrasions, and it finds a most satisfactory 
application in dressing skin grafts and in 


plastic surgery. 


Optulle is non-adherent—removal is 


painless and causes no injury to delicate 


healing tissues. It is completely safe in 
the hands of the patient, as it contains no 
IRRITANT OR TOXIC SUBSTANCES. 


Manufactured by 
PERIVALE LABORATORIES LTD. 


Perivale * Middlesex * England 


Sole Agents for the Union of South Africa 
and the Rhodesias 


CHAS. f. THACKRAY (S.A) (PTY.) UTD. 


P.O. Box 816, CAPE TOWN 
and 
P.O. Box 2726, JOHANNESBURG 
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A wider margin of safety in 
INTRAVENOUS 


Important advantages of 


‘KEMITHAL’ SODIUM 


Thialbarbitone TRADE MARK 


Induction is smooth and rapid. 


Complications such as sneezing, coughing, excitement and tremors are rare. 
Tendency to laryngeal spasm is reported to be less than with thiopentone. 
Undue respiratory depression does not occur. 


Post-anaesthetic recovery is rapid, and vomiting, restlessness and protracted depression are most uncommon 


*Kemithal’ Sodium is issued in ampoules of I and 2 grammes, with or without distilled 
water. Boxes of Sand 25. Ampoules of 5 grammes, without distilled water. Boxes of 5. 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LIMITED 
4 subsidiary company of Imperial Chemical Industries Ltd Wilmslow, Manchester 


Distributed by: 1.C.1. SOUTH AFRICA (PHARMACEUTICALS) LIMITED 
PAN AFRICA HOUSE, 75 TROYE STREET, P.O. BOX 7796—jOHANNESBURG 
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IMMUNIZATION AGAINST DIPHTHERIA 


HE 


BOOSTER DOSt 


J. H. Mason, D-Sc., F.R.C.V.S.. 


and 


ROBINSON 
South African Institute for Medical Research, Johannesburg 


MarcGarer S. Brown, M.B., Cu.B. 
City Health Department, Johannesburg 


The need for a booster dose of a diphtheria prophylactic 
cannot be overstressed if the circulating antitoxin in a 
previously immunized person is to be maintained at an 
adequate level. Children nearly always tolerate 10 Lf 
to 25 Lf * of formol-toxoid or of alum-precipitated toxoid 
well, but the occasional adolescent or adult who is highly 
sensitive to toxoid itself or to * bacillary protein’ con- 
taminating the toxoid may react severely even to a small 
dose of purified toxoid. 

For the past 4 years one of us,’ in collaboration with 
the City Health Department, Johannesburg, has been 
immunizing Schick-positive probationer nurses of between 
17 and 22 years of age with 25 Lf of dissolved diphtheria 
toxoid-antitoxin floccules adsorbed on aluminium phos- 
phate (A.D.F.) tollowed in 6 weeks’ time with 25 Lf of 
unadsorbed dissolved floccules (D.F.). 

Immunity production has been good and reactions few 
and mild in nature. At the time of the Schick and Schick 
contro! tests all the nurses received, in addition, 0.5 Lf 
of D.F. intracutaneously, for checking their sensitivity to 
this antigen. Those with no reaction at any of the injec- 
tion sites received 25 Lf of D.F. subcutaneously as a 
booster dose, but this was withheld from those with a 
pseudo-Schick reaction and or with a reaction at the D.F. 
site. A sample of blood was taken from such people 
14 days later and an antitoxin assay carried out. All 
proved to have adequate amounts of circulating antibody 
at this time. This aroused the suspicion that 0.5 Lf of 
D.F. had acted as a booster and gave rise to the hope 
that it would have a similar effect in Schick-negative 
people. 

It is well known - 


that a Schick dose (0.001 Lf) of 


* Lf. a symboi used in the laboratory, stands for that amount 
of toxin or toxoid that is equivalent to one unit of antitoxin, 
as determined by the flocculation test. Immunizing doses of 
diphtheria prophylactics usually contain between 25 Lf and 
50 Lf of toxeid 


5 


diphtheria toxin can act as a secondary stimulus or as a 
booster but, unfortunately, it cannot be relied upon always 
to bring about a satisfactory rise in circulating anti- 
toxin.' 

In our investigation we have kept the practical end in 
view. If 0.5 Lf of D.F., given intracutaneously at the 
time of the Schick and Schick control tests, can act as an 
efficient booster in those people with the smallest amount 
of circulating antitoxin that will render them Schick 
negative (about 0.004 unit/ml. serum) further 
immunization need take place. Further, the least amount 
of personal inconvenience will have been caused; at most, 
a small erythematous swelling starting on the first, 
increasing up to the third or fourth, and fading on the 
fifth to the tenth day, ts the most severe reaction that can 
be expected. 

The tests were carried out in probationer nurses and 
in adult volunteers from the staff of the Institute; there 
was a history of immunization dating back 1-14 years 
in approximately £0”, of them. Blood was taken and 
immediately afterwards Schick toxin, Schick control fluid 
(heated toxin), and 0.5 Lf of D.F. were injected intra- 
cutaneously into separate sites in the forearms. A second 
sample of blood was taken 14-21 days later from those 
who had been Schick negative or who had shown a 
pseudo-reaction or a reaction at the D.F. site on the 
fourth day. The antitoxin content of the sera was deter- 
mined by the intracutaneous injection of serum-toxin 
mixtures into guinea-pigs using a stabilized toxin capable 
of detecting 0.001 unit. The results are summarized in 
Table 1. 

The results show that 0.5 Lf of D.F. acts as a satisfac- 
tory antigenic stimulus. Particularly important is its effect 
in those persons with initial low levels of circulating anti- 
toxin. Of 49 people with values between 0.004 and 0.04 
unit ml. serum all but 2 developed titres of more than 0.1 
unit ml. and all but five 0.5 unit/ml. or more. The 
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TABLE |: RISE IN SERUM ANTITOXIN IN 104 SCHICK-NEGATIVE PERSONS, 14-21 DAYS AFTER A BOOSTER DOSE OF 0-5 Lf OF D.F. 
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No. of Persons 


0-002 2 


Original Titre 
0-04 


Units AT./ml Serum 
Titre after Booster 
0-75 1-0 1-5 


3 2 | 
! 2 3 2 
2 3 3 4 
2 2 2 7 
2 


(AT. 


antitoxin. 


results in the 3 people with an initial titre of 0.002 unit/ ml. 
should not really have been included in the Table because 
they had shown doubtfully positive Schick reactions; how- 
ever, they responded very satisfactorily to the small 
booster. The relative increase in circulating antitoxin in 
those with original titres of more than 0.5 unit/ml. was 
not so great, a result not unexpected in view of the 
probable ‘swamping’ effect of the antibody on the small 
amount of antigen injected. However, from the practical 
standpoint this is of little importance because such people 
are solidly immune without further immunization. 

The results in the pseudo-reactors and in those reacting 
to the D.F. injection are included in Table 1. In Table 
2 they are recorded separately and it will be seen that 
the responses were good. 


TABLE 2: RISE IN SERUM ANTITOXIN IN PSEUDO-REACTORS AND IN 
REACTORS TO D.F. 14-21 DAYS AFTER A BOOSTER DOSE OF 0-5 
Lf OF D.F. 


Units AT. ml. Serum 


No. of Original Titre after Booster 
Persons Titre 0-75 1:0 1°5 2:0 5-0 7:0 10 
1* 0-002 1 
0-01 
2 0-04 l 1 
4 0-1 2 
2 0-2 | 
5 0-5 3 
0-75 
1-5 | 
2 3-0 
5-0 
AT. = antitoxin. 


* This person had a doubtfully positive Schick reaction. 


In 9 Schick positive people, each with < 0.001 unit ml. 
serum, no rise in antitoxin was detected, this in spite of 
the fact that 2 were known to have been immunized some 
years before. These were town-bred women, 50 years of 
age, who had responded poorly to the original full course 
of immunization. As a general but not invariable rule, 
people who have reached adult life without having 
developed even potential immunity, i.e. without the ability 


* All 3 persons had doubtfully positive Schick reactions). 


to respond adequately to an antigenic stimulus, can be 
rightly classed as poor responders to immunization. 


DISCUSSION 


The problem of the immunization of adults has been the 
subject of investigation by several workers.*'? Reactions 
can be produced even by purified antigens, although their 
frequency and severity are less than with cruder products. 
As previously stated, we have been able to use 25 Lf of 
D.F. as a booster dose in hundreds of young nurses with- 
out encountering untoward effects, but we have taken 
the precaution of applying the Schick and Schick control 
tests and the D.F. sensitivity test before proceeding 
further. In those showing a pseudo-reaction or a reac- 
tion at the D.F. site we withheld the large booster dose 
until a second sample of blood had been taken 14 days 
later. In all instances, an adequate amount of antitoxin 
was present at this time. 

Although our investigation has not been exhaustive, it 
does indicate that an easily tolerated dose, 0.5 Lf, of D.F., 
an antigen free from most of the * bacillary protein’ of 
formol-toxoid, can act as an efficient booster. It could be 
said that such a small amount would not be as effective 
as a larger one. In this connexion, we are of the opinion 
that the responsiveness of the individual is of much more 
importance than the size of the dose. For example, 2 
persons (Table 1) had each an original titre of 0.04 
unit/ ml. serum: in one, the rise was to 0.2 unit/ml. and 
in the other to 55 units/ml. 

The method, although demanding 3  intracutaneous 
injections, is practical. All ado'escents and adults should 
be Schick-screened before immunization and the addition 
of one more injection is not unduly burdensome. — In 
Schick-positive persons without a reaction at the D.F. site 
a full course of immunization may be embarked upon: in 
Schick-negative people and in those with a pseudo-reac- 
tion and or a reaction at the D.F. site, no further injec- 
tions are necessary. 

The work recorded in this paper confirms that discussed 
more fully in another communication,’ where it was 
shown that the smallest amount of circulating antitoxin 
necessary to render a person Schick negative is of the 
order of 0.094 unit ml. serum. 
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SUMMARY 

A small dose, 0.5 Lf, of dissolved diphtheria toxoid-anti- 
toxin floccules (D.F.), injected intracutaneously, acted as 
an efficient booster in Schick-negative persons, in pseudo- 
reactors to the Schick and Schick control tests and in those 
who reacted locally to the D.F. injection itself (104 in all). 
It had no demonstrable boosting effect on the circulating 
antitoxin of 9 Schick-positive adults, 2 of whom were 
known to have been immunized in the past. 


Our thanks are due to the Medical Officer of Health, 
Johannesburg for the facilities placed at our disposal. 
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TESTS 


IN PROVED URINARY BILHARZIASIS IN CHILDREN 


H. I. Lurie, B.Sc., M.B., B.Cn. 


South African Institute for Medical Research 


B. De MEILLON, D.Sc., Pu.D., F.R.E.S., AND N. STOFFBERG 


South African Institute for Medical Research, and Bilharzia Natural History Unit, South African Council for 
Scientific and Industrial Research 


and 


H. H. E1secen, M.B., Cu.B., D.P.H., 
Union Health Department 


Since Fairley and Williams ! first described a skin test for 
bilharziasis in 1927, many modifications of the test have 
been recommended. Opinions on its value differ. Alves 
and Blair? of Southern Rhodesia, using a_ cercarial 
antigen, claim excellent results, and state that * it is justifi- 
able to assume freedom from infection in patients who 
have no skin reaction’. Many workers ** using the same 
antigen have, however, reported failures to elicit reac- 
tions in cases actually passing ova. After investigating 
a further series of cases, Alves and Blair ° reaffirmed their 
contention that every case passing ova will give a positive 
reaction provided that the injection is truly intradermal 
and the result is read not sooner than 10 minutes or 
more than 15 minutes later. 

Wright er al.* found many false negative reactions. 
They concluded that * the duration of infection contributes 
materially to sensitization, and that early in the course 
of the disease such sensitization is not at a high level. 
As all previous reports in the literature have dealt with 
the use of the intradermal test on chronic cases of 
schistosomiasis in Natives in endemic areas of the disease, 
the excellent results reported by many of these investi- 
gators may not be at all applicable in the diagnosis of 
acute schistosomiasis at a relatively brief period following 
exposure.” 

Lurie and De Meillon.’ using an antigen prepared 
from Fasciola hepatica, found that children 
between the ages of 6 and 8 years gave a negative reac- 


tion although ova were found in the urine. The same 
antigen yielded 100°, positive reactions in infected adults. 
They concluded that these young subjects had not been 
infected for a period sufficiently long to produce the 
necessary sensiuzation. 

Lurie, De Meillon and Stoffberg,* working with 
monkeys, found that even 6 months after infection 
the skin test was negative. However, they have no proof 
that a skin reaction ever occurs in experimentally infected 
animals. 

Recently we have had another opportunity to study the 
skin reaction in children. During the course of a survey 
in the periurban areas north of Johannesburg * a series 
of Bantu children passing ova of B. haematobium in the 
urine was studied. The complement fixation test as 
previously described * yielded a positive result in each 
case. These children were subjected to a cercarial antigen 
skin test. The antigen was prepared according to the 
method described by Lurie and De Meillon.’ Particular 
care was taken that the injection was truly intradermal 
and the results were read between 10 and 15 minutes 
after the injection. The results are summarized in 
Table 1. 

It will be seen from Table | that in the age group of 
9 to 12 years only one child out of 19 (5%) showed a 


* Paper submitted to the South African Medical Journal on 
7 November 1952. 
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RESULTS OF CERCARIAL ANTIGEN SKIN TEST 


PASSING B. haematobium A THEIR URINE 


Complement 


tue Number Fixation Shin Test 
(Jn Years) of Cases Test Positive 
Positive 
13-16 2 
Total 27 27 3 


positive skin reaction, and in the older children of 13 to 
16 years 2 out of 8 (25°) showed a positive reaction, 
making a total of 3 out of 27 cases (11%). The same 
antigen elicited 100°. positive reactions in infected adults. 
It would appear then that either the skin sensitization ts 
related to the duration of infection or that children do 
not react in the same manner as adults. Wright e7 ai.,' 
working with adult cases only, found a much higher per- 
centage of positive reactions in chronic cases than in 
early cases. Faust ef al.” found that the results of skin 
tests were not very satisfactory in cases who suffered a 
comparatively brief exposure of one year in an endemic 
area and in whom the infection was of less than 3 years 
duration. In our series of cases the low percentage of 
positive reactions could be explained by the relatively 
short duration of infection in young children as com- 
pared with adults, and not to the age of the patients. It 


Magnamycin (Carbomycin-Pfizer) is a crystal 


Description 
line, partially water-soluble antibiotic derived from a culture 


otf Streptomyces halstedii Its empirical formula is 

In vitro and in vivo tests demonstrate that it effectively 
inhibits gram-positive bacteria, including staphylococci and 
enterococe: resistant to other antibiotics There is also 
evidence that Magnamycin inhibits certain gram-negative 


bacteria 
To be noted is its absence of activity against the coli 

acrogenes group. It has shown activity against the rickettsiae. 
large viruses and protozoa Against staphylococcal and 
streptococcal infections resistant to penicillin, Magnamycin 
has shown dramatic results, and bacteriological cures in a 
series of chronic genito-urinary infections Further clinical 
studies are in progress 


It has long been realized that if 2 or more antibacterial 
drugs could be shown to have synergistic action, it would 
be possible, by administering them together, to obtain the 
required effect with smaller doses than are needed when 
either drug is given alone. Furthermore, bv their combined 
use, there is less tendency for micro-organisms to produce 
mutants resistant to one or other of the drugs. This synergism 
in antibacterial effects which has been shown to exist between 
penicillin and the sulphonamides has led to the introduction 
of Sulpenin A and H 

Each Sulpenin Tablet contains penicillin 100,000 units. 
sulphadiazine 0.25 gramme. sulphamerazine 0.25 gramme, and 
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is also evident that in children a negative skin test does 
not exclude the diagnosis of bilharziasis 


SUMMARY 


1. The value of skin test in the diagnosis of bilharziasis 
is discussed. 

2. Of 27 children between the ages of 9 and 16 years 
passing B. haematobium ova in the urine, only 3 (11°) 
gave a positive skin reaction. 

3. The skin sensitization appears to be related to the 
duration of infection or possibly to the age of the patient. 

4. A negative skin test, particularly in a child, does not 
exclude the diagnosis of bilharziasis 
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in vivo eXperiments with Magnamycin confirm a lack of 
cross-resistance with other antibiotics in general use. Bacteria 
do not readily develop resistance to Magnamycin. If acquired 
resistance develops only in a gradual, step-wise fashion in 
contrast to the resistance pattern of streptomycin 

Indications: Whilst Magnamycin adds nothing new to the 
range of infections affected by existing antibiotics, it appears 
to be an additional weapon in combating the emergence of 
resistant strains 

Magnamycin is of proven value against refractory staphylo- 
cocer and streptocece: 

Dose: 1-2 grammes 
intervals 

Packine: Vials of 
taining 100 mgm 

Distributors: Petersen Limited, P.O 


daily. in divided doses at 6 hourl\ 


25 red, sugar-coated tablets. each con 
Box 38, 


Town 


Cape 


THERAPY 


provides a convenient means of applying combined therapy 
in the treatment of many bacterial infections 

Sulpenin is indicated in infections due to organisms sus 
ceptible to penicillin and the sulphonamides including haemo 
lytic streptococcal infections such as tonsillitis, erysipelas 
mastoiditis, Iymphadenitis, otitis media and scarlet fever: 
staphylococcal and pneumococcal infections; gonococcal infec 
tions and mixed infections of the urinary tract and respiratory 
system. Sulpenin may be used in the prophylaxis of secondary 


bacterial infections, in measles and influenza, and prophylacti- 
cally before and after surgical procedures 

Sulpenin Tablets are issued in tubes of 10 and bottles of 
Durban 


100 by Allen & Hanburvs (Africa) Limited. 
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Announcing 
A Pediatric Penicillin Tablet 


PENALEV may be given orally 
PENALEV avoids injections 

PENALEV is effective 

PENALEV is rapidly soluble 

PENALEV may be added to infants formula 
PENALEV may be added to non-acid juices 


PENALEV may be used for compounding 


PENALEV is available: in tablets of 50,000 units 
in tablets of 100,000 units 
in tablets of 250,000 units 


Literature available from: 


Sharp & Dohme, 
P.O. Box 5933, 
Johannesburg. 
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Aldiazol-M brings a high degree of safety to sulfonamide 
therapy. This alkalizing suspension of equal parts of micro- 
crystalline sulfadiazine and sulfamerazine is safer because it 
decreases the danger of crystalluria and reduces the incidence 
of allergic reactions. It offers these advantages: 


Greater Efficacy, achieved through decreased acetylation 
of the absorbed sulfonamides, and rapid absorption of the 
microcrystalline form. 


Highly Palatable. Aldiazol-M is pleasantly flavored, mak- 
ing it acceptable to virtually all patients. It is readily taken 
by children, making for universal patient cooperation and 
permitting its use whenever sulfonamide therapy is indicated. 
Greater Urinary Solubility is produced by sodium citrate 
which increases urinary solubility of the combined sulfon- 
amides by more than 400%. 

The maintenance dose of Aldiazol-M is 2 teaspoonfuls (1 


Gm. of total sulfonamides) every 4 hours; initial dose, 2 to 4 
teaspoonfuls (3 to 6 Gm. of total sulfonamides). Aldiazol-M 


is available at all pharmacies in pint and gallon bottles. 


THE S.E.MASSENGILL COMPANY 
Garmula Bristol, Tenn.-Va. 
NEW YORK e SAN FRANCISCO @ KANSAS CITY 


Each teaspoonful (5 cc.) of 
Aldiazol-M contains: 


Sulfadiazine 


(microcrys 

talline .0.25 Gm, 
Sulfamerazine 

(microcrys- 

talline 0.25 Gm, 


Sodium Citrate. 1.0 Gm. 


Literature and clinical samples on request from South African distributors : 


Messrs. Westdene Products (Pty.) Ltd. 
P.O. Box 7710, Johannesburg Also at Cape Town, Durban and Pretoria 
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EDITORIAL 
THE AIRBORNE PATIENT 


The transport of patients by air, apart from obviously 
important military implications, has to-day become a 
commonplace of civilian life. Much has been learned 
from the magnificent organization developed in the course 
of military operations, particularly in Korea. Indeed, as 
practitioners of the merciful art of healing, we have once 
again created a service which redeems much of the horror 
of modern war. 

Recently Downey and Strickland of the School of Avia- 
tion Medicine, U.S. Air Force,’ reported the findings of 
an investigation carried out by the U.S. Air Force Medical 
Services in the world-wide air evacuation system operative 
since 1942. The analysis covers 1,777 flights of patients 
with cardiac and pulmonary diseases. These, of course, 
have a particular importance for the problems of civilian 
medicine. Flights were conducted in non-pressurized air- 
craft and over 96° of the flights were at an altitude 
below 10,000 feet. 

Many warnings have been uttered from time to time 
about allowing patients suffering from heart diseases to 
fly. These warnings have been made particularly in con- 
nexion with coronary disease, because of the electro- 
cardiographic changes produced by oxygen lack. The 
physiology of respiration indicates that up to 10,000 feet 
oxygen saturation of the blood remains greater than the 
safe level of 90%. Above 15,000 feet oxygen saturation 
declines so rapidly that no amcunt of coronary dilatation 
could compensate for the myocardial requirements. For 
these sound reasons cardiac patients should obviously not 
fly above 10,000 feet (without a supplementary supply of 
oxygen) and it is known that most patients with angina 
pectoris tolerate moderate altitudes without untoward 
symptoms. Cases of essential hypertension, rheumatic 
fever, congenital heart diseases and cardiac arrhythmias 
have all tolerated air transport below the 10,000 feet ceil- 
ing extremely well. 

In the case of non-tuberculous pulmonary disease, grave 
problems may arise, particularly as at 10,000 feet the 
volume of gases in the pleural space would expand to 14 
times the volume at sea level—a volume increase which 
may Or may not cause respiratory distress. A death has 
been recorded of a patient with a pneumothorax flown at 
16,000 feet; but, in the survey reported by Downie and 


1. Downie, Vincent M. and Strickland, Benjamin A. (1952): 
Ann. Int. Med., 36, 525 
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VAN DIE REDAKSIE 
DIE PASIENT WAT PER LUGDIENS VERVOER WORD 


Die vervoer van pasiénte per lugdiens, benewens klaar- 
blyklike belangrike militére implikasies het vandag ‘n 
alledaagsheid van die burgerlike lewe geword. Baie is 
geleer van die manjifieke organisasie wat met oorlogvoe- 
ring, veral in Korea, ontwikkel is. Inderdaad het ons, as 
beoefenaars van die barmhartige geneeskuns, nogeens ‘n 
diens in die lewe geroep wat vir heelwat van die afgrys- 
likheid van moderne oorlogvoering vergoed. 

Onlangs het Downie en Strickland van die School of 
Aviation Medicine, U.S. Air Force,’ die bevindings gerap- 
porteer van ‘n ondersoek wat uitgevoer is deur die 
Mediese Dienste van die V.S. se Lugmag in verband met 
die wéreldwye sisteem van ontruiming per lugdiens wat 
sedert 1942 in werking is. 

Die oorsig dek 1,777 viugte van pasiénte met hart- en 
longsiektes. Dit het natuurlik ‘n besondere strekking op 
die probleme van burgerlike geneeskunde. Vlugte was 
uitgevoer in vliegtuie waarin die lugdruk nie verander was 
nie, en meer as 96", van die vlugte op ‘n hoogte van 
minder as 10,000 voet plaasgevind. 

Baie waarskuwings is van tyd tot tyd uitgespreek teen 
die lugvervoer van pasiénte, wat aan hartsiektes ly. Hier- 
die waarskuwings was veral uitgespreek in verband met 
kroonsiekte, weens die elektrokardiografiese veranderings 
wat onstaan as gevolg van ‘n gebrek aan suurstof. Die 
fisiologie van asemhaling toon aan dat suurstofversadiging 
van die bloed tot op 10,000 voet bo die veiligheidspeil 
van 90% bly. Bokant 15,000 voet neem suurstofver- 
sadiging so vinning af dat geen hoeveelheid kroonuitset- 
ting vir die miokardiese vereistes kan vergoed nie. Om 
hierdie gegronde redes behoort hartpasiénte klaarblyklik 
nie (sonder ‘n aanvullende voorraad suurstof) bokant 
10,000 voet te vilie nie. Dis bekend dat die meeste 
pasiénte met hartkramp middelmatige hoogtes sonder 
nadelige simptome verdra. Gevalle van essensiéle druk- 
verhoging, rumatiekkoors, aangebore hartsiektes en hart- 
aritmies het almal lugvervoer onder 10,000 voet uitstekend 
goed gestaan. 

In die geval van nie-teringagtige longsiekte, mag daar 
ernstige probleme ontstaan, veral aangesien die volume 
van gasse in die borskas op 10,000 voet sal uitsit tot 14 
maal die volume op see-spieél—'n uitsetting van volume 
wat asemhalingmoeilikheid mag veroorsaak al dan nie. 
Die dood van ‘n pasiént, met ‘n pneumotoraks, met wie 
op 16,000 voet gevlie is, is aangeteken; maar in die 
opname wat deur Downie en Strickland gemaak is, het 
nie een van 19 gevalle van spontane pneumotoraks enige 


1. Downie, Vincent M. en Strickland, Benjamin A. (1952): 
Ann. Int. Med., 36, 525 
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Strickland, of 19 cases of spontaneous pneumothorax not 
one developed any symptoms related to his condition. 
[he same applied to 16 cases of atelectasis and a great 
variety of other thoracic conditions 

With selection, it is also possible to do much for the 
transport of cases of pulmonary tuberculosis. Only 8.7% 
of 574 cases reported symptoms in flight below 10,000 


feet, but this rose to 20.2%, of 84 patients flown above 
10.000 teet 
It seems, on the whole, that such symptoms as 


developed due to flying were mild and not a contra- 
indication to future air transport of the patients. Indeed, 
there would not appear to be any contra-indications to 
air transport of heart or lung cases below a ceiling of 
10,000 feet. Dying cases should not be transported in 
the air or by any other means and in certain cases supple- 
mentary oxygen should be available, together with the 
assistance of experienced flying attendants. Downie and 
Strickland come to the interesting conclusion that a patient 
who can be transported at all can be flown below 10,000 
feet 

This important aspect 
merits close attention 


of civilian medical practice 


CLINICAL SIGNIFICANCE OF 
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simptoom wat aan hierdie toestand verwant ts, ontwikkel 
nie. Dheselfde is van toepassing op 16 gevalle van 
stelektase en ‘n groot verskeidenheid van ander borsaan- 
doenings 

Dit is ook moontlik om deur keuring veel te doen vir 
die vervoer van longtering-gevalle. Slegs 8.7%, van 574 
gevalle het in vilugte laer as 10,000 voet simptome getoon, 
maar dit het gestyg tot 20.2". van 84 pasiénte waarmee 
hoér as 10,000 voet gevlie is. 

As geheel wil dit voorkom dat sulke simptome wat as 
gevolg van ‘n vilug ontwikkel het, lig was en nie ‘n aan- 
duiding teen lugvervoer van die pasiénte was nie. Dit wil 
inderdaad voorkom of daar geen aanduidings teen lug- 
vervoer van hart- of longgevalle onder ‘n hoogtegrens van 
10,000 voet is nie. Sterwende gevalle behoort nie per 
vliegtuig of op enige ander wyse vervoer te word nie, en 
in sekere gevalle behoort suurstof, asook die hulp van 
ervare vlieg-assistente, beskikbaar te wees. Downie en 
Strickland geraak tot die interessante gevolgtrekking dat 
daar met enige pasiént wat vervoer kan word, laer as 
10,000 voet gevlie kan word. 

Hierdie belangrike aspek van burgerlike mediese prak- 
tvk verdien nadere aandag. 


ELEC TROENCEPHALOGRAPHY 


B.A. (CANTAB.) 


Council for Scientific and Industrial Research, 


Johannesburg 


A. ©. Munpy-CastTLe, 
National Institute for Personnel Research, South African 
The Psychophysiological Department of the National 


Institute for Personnel Research has undertaken clinical 
in addition to research electroencephalography during the 
past 3 years, and it should be of value to assess the extent 
to which these recordings have assisted in the diagnosis 
and evaluation of the clinical material studied. 

Electroencephalography is the study of the continuous 
rhythmic electrical oscillations which occur in the brain. 
These potential changes are picked up by electrodes placed 
on the head, amplified by specially designed electronic 
equipment, and graphically recorded by some form of 
oscillograph, usually ink-writing on paper. These records 
can assist in identifying disturbances in brain function, 
these being revealed in the EEG as electrical potential 
changes outside the limits of normal variation. 

The greatest contribution of electroencephalography to 
medical science has been in the field of epilepsy, which 
wt has shown to be due to continuous, recurrent, 
paroxysmal or transient disruptions of normal electrical 
patterns within the brain. The clinical manifestations of 
such electrical disturbances vary according to location, 
frequency and wave form of the various components, 


and a logical classification of cerebral seizures is based 
on such differences.*- 

Electroencephalography in conjunction with biochemical 
and pharmacological research has enabled considerable 
advance to be made in the study of the efficacy and mode 
of operation of the various drugs used for control 


of 


epileptic seizures. 


The other major application of clinical electroencepha- 
lography is the identification and localization of cerebral 
lesions. These give rise to characteristic electrical distur- 
bances according to the nature of the lesion, its location 
and its effect on adjoining brain cells. The origin, 
approximate depth and extent of spread of these electri- 
cal disturbances can often be established by careful elec- 
trode placement and observation of the distribution, 
frequency and phase relationships of the various com- 
ponents as recorded by a number of channels.'? A know- 
ledge of the way in which recorder outputs vary accord- 
ing to different electrode positions, combinations, polarity, 
distance and orientation with respect to voltage generators, 
essential for comprehensive clinical  electro- 
encephalography as it is for research studies. 

Correlation between predicted and actual site of lesions 
has varied from 60 to 95". correct, the variation being 
largely due to the nature of the population § studied. 
Cobb '* concludes that when a location can be made there 
is a Strong probability that it is correct, whilst indefinite 
or negative results are of much less significance. Cortical 
disturbances are far more likely to provide a precise loca- 
tion than subcortical lesions, since the latter may give rise 
to a picture compatible with generalized cerebral disease 
or raised intracranial pressure. Knowledge of the clinical 
history and all other relevant data is obviously necessary 
in resolving such problems as these. It should be remem- 
bered that abnormal electrical activity arises from brain 
cells damaged by or surrounding the lesion and not from 
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the lesion itself. Dead cells are electrically inactive and 
a4 precise localization of e.g. a tumour will show a silent 
area at this point. 

Other clinical applications of electroencephalography 
relate to disturbances in behaviour, particularly those 
involving emotional instability. The concept of cortical 
immaturity advanced by Hill!' reflects a condition pro- 
bably closely related to epilepsy and characterized by 
excessive theta rhythm (4.7 cycles per second —c s.) from 
temporal regions. Aggressive psychopathic disorders are 
not uncommon with such electrical features in adults 
(theta rhythm ts normal in children and dominant in the 
2-5 year age group), whilst Rey, Pond and Evans -* have 
reported about 5°, of a population referred tor EEG’s as 
displaying so-called ‘non-acquired’ epileptogenic temporal 
lobe foci, their personalities being characterized by 
irresponsibility, emotional instability, lack of social con- 
science, inability to adjust to society and often showing 
hysterical or schizophrenic features. These symptoms are 
attributed to incomplete cortical integration due to the 
temporal lobe disturbance. The EEG therefore does 
reflect in part, at least. the extent to which cortical 
maturation processes have contributed to psychological 
immaturity. 

The use of electroencephalography in other aspects of 
psychiatry lies largely within the scope of research rather 
than application, since studies of psychoneurotic and 
psychotic disturbances have revealed little of clinical value 
Numerous significant theoretical contributions have been 
made, however, and such study offers a fertile field tor 
future investigators. For an excellent appraisal of the 
EEG in psychiatry, the reader is referred to Hill. ‘ 


APPARATUS AND PROCEDURI 


Certain conditions are necessary for the maximum efficienc\ 
and utility of an EEG laboratory. It is important that all 
recording equipment should conform to the conditions laid 
down by the British and American EEG Societies 

An EEG should possess a minimum of 4 recording channels. 
preferably 6 or 8. Though not essential for clinical purposes. 
a frequency analyser raises considerably the amount of infor 
mation derived from the EEG.'.- This apparatus should be 
maintained at a high degree of accuracy by regular tuning 
and checking in order to exclude spurious results and conclu 
sions. Electrode contacts on the head should provide an 
ohmic resistance of not more than 5,000 2, whilst the elec 
trodes themselves should be non-polarizable. preterably silver 
silver-chloride. The chief function of the chloriding process 
is to minimize polarization effects and possible artifacts due 
to any relative movement of electrode and electro’\te (i.e. the 
source of the potential changes recorded by the EEG). Full 
details of requirements and precautions in the application of 
electroencephalography are available in the symposium edited 
by Hill and Parr 

The present study was carried out using an Ediswan 6- 
channel EEG. A Walter type Ediswan automatic frequency 
analyser | was also available for some of the later recordings 
Silver silver-chloride saline pad electrodes were atlixed to the 
scalp by means of an elastic and whalebone cap. all main 
areas of the head being covered. viz. frontal, parietal. occipital 
and temporal Electrode positions were readjusted when 
necessary for precise localization according to the case being 
studied. All recordings were * bipolar’, i.e. a pair of electrodes 
was connected to each channel of the EEG, rather than 
‘unipolar’, where one side of the recording channel is con- 
nected to a so-called * indifferent” electrode, usually both ears 
connected together In fact, the establishment of a truly 
indifferent electrode is an extremely complicated process. and 
unless some such system as suggested by Goldman * involving 
an ‘average electrode is used. it is doubtful whether the 
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reference electrode of the umpolar method is really indifferent 
Certainly ear electrodes are not indifferent 

It is also important to provide for simultaneous transverse 
and antero-posterior electrode placements, since the latter may 
tail to pick up potential changes if an equivalent generating 
dipole is orientated transversely within the head. The standard 
electrode positions used in our laboratory are shown in Fig. | 


Fig. |. Standard electrode placements: a solid line refers 
to that lead which when made electronegative to the other 
lead produces an upward deflection of the recorder. The other 
lead ts drawn as a broken line. Channels | and 2, 4 and § are 
connected first over the parietal electrodes, then over the 
temporal as in la, 2a, 4a and Sa. When necessary other 
suitable electrode patterns are utilized according to the case 
being studied, e.g. for more precise localization purposes 


Application of automatic freaquency analysis to electroence 
phalography raises the complexity of interpretation in addition 
to increasing available information, since although the analyser 
may point to the presence of numerous harmonic components, 
the real existence of these cannot be inferred unless they can 
be separated as different identities either according to variations 
with different electrode placements or by showing individual 
differential variations during changing cerebral function. This 
is because such frequenc\ analysis assumes all wave forms ta 
be made up of a number of sinusoidal components, and this 
assumption is not necessarily valid for electrophysiological 
mechanisms. A trequency analyser, therefore, requires careful 
and intelligent use in conjunction with observation of the out 
puts from the various EEG channels.*! 

Since a number of the illustrative EEG samples in this 
paper contain superimposed frequency analyses, the following 
explanation is given as an aid in interpretation. Further 
details have been given by Walter.'- A trace at the foot of 
the EEG above that of the time marker gives a_ spectral 
display of the frequency analyses broken up into 10-second 
epochs, the channel analysed being indicated by the number 
of deflections in the topmost line, e.g. 3 deflections = channel 3 
There are 24 upward deflections in each 10-second epoch ot 
the analyser write-out, each deflection relating to a tuned cir- 
cuit associated with a storage register: the relative amplitudes 
of the 24 deflections thus reflect a frequency spectrum derived 
over a 10-second period, a minimal upward deflection occur 
ring if none of a particular frequency is present. The actual 
frequencies to which these upward deflections correspond are 
shown in full in Fig. 4A. A long downward deflection is 
provided at the beginning and end of each analysis epoch 
whilst shorter downward signa!s between 3.5 and 4 c/s.. 7 and 
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8 c/s. 13 and 14 c/s. 18 and 20 ¢/s., indicate the various and other information from each record being transferred to 

frequency bands, ic. 4, 8, 2, low and high /. a punched card, these being invaluable for subsequent 
EEG recordings can be made either passively or with reference, collation and analysis. 

activation There are several activation methods in electro- 7 ; yen 

encephalography, the most common and least valuable being RESULTS AND DISCUSSION 

hyperventilation, although this 1s justified by its occasional This survey covers a total of 374 patients, 350 of whom 


precipitation of petit mal seizures (cf. Fig. 2a). Of considerably —_— - ; . “Sage > 
more value is rhythmic photic stimulation (flicker) !%, 3°, 53, 54 were finally diagnosed as epileptic and 24 with cerebral 


particularly if this is used in conjunction with Metrazol.o Organic disturbance. Of all patients studied, 250 were 

\ 


Fig. 2a. Wave-and-spike discharge. Female, 9 years, petit mal. Clinical attack evoked after 
2 minutes hyperventilation, patient unconscious. Frequency of W.S. complex is 3 p. sec., but 


some 2 and 2-5 ¢ sec. activity is present from the occipital regions. Resting EEG normal. 


"1 SEC 


Flicker is a routine part of recording in our laboratory, European, 124 non-European, most of the latter being 
stimulation being effected by a Scophony electronic strobo- 


Africans. We have found no gross EEG differences 
scope giving a blue-white flash of approximately 88,000 for © 
candlepower. This is fixed about 9 cm. from the patient's wee ese < racial groups, so that for the present pur- 
eves, and stimulation ranges from 3.5 to 100 flashes per Poses there is no necessity for any separate analyses. 


second, with 3.5 to 30 f/s. being the most effective. Stimula- The epileptic group was subdivided into the following 
tion is usually through closed eyelids. although the effects of 


eve opening and closure are also studied. Hyperventilation or subgroups: 
Metrazol injection are sometimes carried out simultaneously a) Grand mal. 
with flicker. The flashes are recorded on the EEG by use of (b) Petit mal. 
a small photocell resting on the subject’s forehead. ‘dl a ane pest meal. 
The other most important activation procedures are Metrazol (d) 
and sleep.'* These are also sometimes used in fe) Other seizures. 
our laboratory, Seconal, or Nembutal ingested orally being Most of these patients were truly epileptic, but some 


efficacious for sleep induction, although natural sleep is NOt borderline cases have inevitably intruded, particularly in 
uncommon. Other workers have tried auditory stimulation ; 


as an activator. but with little success.: the category of ‘Other’ seizures, these comprising attacks 
Recording takes place with the subject resting on a couch involving loss of consciousness, acute dizzy spells, recur- 
P 
in the the children rent peculiar sensations, automatic behaviour and the like. 
although recumbence is preferable since it helps to reduce No patients established as psychoneurotic without epilepsy 
interference of muscular origin. We have found it helpful to Were included in this study. 
explain quite frankly what the machinery does, the description The group with cerebral organic disturbances comprised 
he > aoe slleet - ans 
being modified according to age and intellect: the explanation chiefly intracranial tumours and space occupying lesions 
taking a picture’ is sufficient for young children. Toys and de 
sweets are often essential for soothing the latter. Continued (13), the remainder being made up of cerebral spastics 
reassurance and sympathy is often necessary to pacify tensed (3), cerebrovascular disorders (3), cerebral trauma (2), and 
-_ nervous — _ being mene to obtain a com- post-encephalitic disturbances (3). Since the numbers of 
All equipment is calibrated and checked before and after brain lesions and —— disturbance : are small, a 
each recording. All EEG’s are labelled and stored, the report detailed quantitative analysis of results is unwarranted. 
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TABLE I: 


EPILEPTIC EEG’S: NORMALITY ABNORMALITY 


S.A. TYDSKRIF VIR GENEESKUNDE 


DISTRIBUTIONS 


Epileptic Tvpe and No. of Cases 


EEG Classification Flicker 


Conversion 


Major 

Minor 

Major and Minor 
Acquired and Focal 
Other. . 


Totals 


te 


a= 
er 


x 


Total A+ AA= 214 Le. 61%, 


Of the 24 cases studied, 20 (83°) showed abnormal 
EEG’'s, 10 of these being of positive localizing value, 10 
being compatible with clinical diagnosis. 

A comorehensive statistical analysis of the EEG results 
in the epileptic group is shown in Table I. Since normality 
and abnormality are ill-defined concepts based on classes 
which grade into one another through an intermediate 
boundary, a fourfold classification has been utilized in 


non-specific but which became diagnostic during 
stimulation, this occurring in 8%, of the total 
studied. 


photic 
group 


CRITERIA OF NORMALITY 
The standards of normality for inclusion under the ‘N’ 
classification are as follows: 
(a) Alpha Rhythm. Dominant occipital or  parieto- 
occipital activity at frequencies between 8 and 13 c/sec. 


MAL 


200 mv YOUR | 
Per EYES 


1SEC 


Teves CLOSED 


Fig. 2b. 


Loss of motor function during frontal W.S. discharge 


Female, 11 years, petit mal 


Patient heard the instruction to close her eyes but was unable to respond until termination of the 


seizure. 


this presentation. The classification “N° means a normal 
EEG, *?N° one of questionable normality; ‘A’ signifies 
an abnormal EEG of little diagnostic value other than 
compatibility with other clinical implications and findings, 
whilst ‘AA’ reflects more concrete evidence concerning 
the origin and nature of the cerebral disorder. 

4 further column is also included in Table I, designated 
Flicker Conversion. This contains the number and per- 
centage of patients whose resting records were normal or 


Usually 2 


individual, 
0.5 ¢ sec. 


or 3 separate rhythms are present in the same 
with frequency of each constant to within 
Responsive to visual, mental and other stimuli, 
showing varying degrees of attenuation, but with marked 
individual ditlerences, which are also present in amplitude 
and time. Amplitude asymmetry of less than 50% is 
not unusual, the dominant hemisphere showing lower 
voltages. Absence of alpha rhythm is not necessarily 
abnormal, since it may be related to strong and dominant 


301 

i= 
= 
N N % \ % \ % N % N % ae 
i. 6 19 16 30 25 27 23 2 ae 
20 11 13 14 16 43 51 1S 
12 17 2 17 8 7 $8 

8 0 0 8 16 76 

32 12 14 22 26 23 27 4 

350 26 44 13 75 21 139 40 27 

\ \ 
= 

“SHUT 


S.A. Mepicat Journal 11 April 1953 


‘\ hom N In \ 


Fig. 3a. Slow spike-and-wave discharge Female, 8 years, petit mal and grand mal, angioma ot 
the face with the possibility of a similar intracranial condition. Grossly abnormal EEG with 
numerous prolonged periods of irregular slow S.W. activity, the frequency of some of these S.W 
complexes being as low as | p. sec. There were no overt behaviour changes corresponding to 
the abnormalities of this EEG 


333 


A 


OPENED 


Fig. 3b. Focal spike-wave complex from left temporal area Female, 23 years, Jacksonian 
epilepsy with cerebral lesion in left temporal area. Note phase reversal of S.W. between channels 
4 and §. The underlying organic disturbance ts also reflected by focal delta and theta rhythms 
contined to the left hemisphere, together with a total lack of normal rhythms from this side 


visual imagery.’ *" Mean alpha frequency is approxi- waking adult EEG’s if below 25 «v and present for less 
mately 9 c/sec. in children from 2-10 years, increases to than 50 time, unless showing 4 unilateral focus o: 
10.3 ¢ sec. in adults and drops again to 9 ¢ sec. by the appearing in paroxysmal bursts. It may show variation 
age of 75 years (Mundy-Castle and Hurst, unpublished during eve opening or closure, mental activity and particu- 
observations on 50 normal seniles). larly emotional changes.'* It is normal in sleep and 

(b) Theta Rhythm (4-7 © sec). Not abnormal in in children, being the dominant rhythm from 2 5 years, its 
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20 22 24 27 30 10 
SECOND 8 9 12 i4 15 16 18 


Fig. 4a. High voltage focal spikes from left temporal area, reflecting underlying cortical irn- 
tative focus. Male, 12 years, acquired epilepsy, seizures without clonic spasms. Clear phase 
reversals over left temporal lobe. Note predominance of theta in frequency spectrum. 


somv] 


1 SEC. 


Fig. 4b. Focal spikes from left temporal lobe, present only during sleep. Male, 25 years, major 
epileptic seizures with marked aggressive behaviour disorder necessitating periodic institutionaliza- 
tion. No demonstrable lesion. The nature of some of his behaviour deviations places him in 
the psychomotor epileptic category. 
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amplitude and incidence diminishing progressively with 
age thereafter.'- 

(c) Beta Rhythm (14-30 © sec). Normal in waking 
EEG'’s from any area of the head unless paroxysmal, 
focal (rare) or greater than 20 «v and present for more 
than 50°, time. It may show variation during eye opening 
and closure, mental activity, emotional excitement, and ts 
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u. Hyperventilation. Bilateral 2-3 ¢ sec. frontal delta 
rhythms are within normal limits unless evoked at a blood- 
sugar level above 130 mg. per 100 ml’. '” Theta rhythms 
are also within normal limits unless persisting for more 
than one minute after hyperventilation, greater than 100 
uv and paroxysmal. An increase in alpha amplitude and 
per cent time is common. 


bv 


2255354567 9 18 


1SEC 


fie. § 


psychomotor epilepsy, automatic behaviour, aggressive 


shows a subclinical temporal lobe seizure 
lesion 


prominent in conjunction with low voltage and rare alpha 
rhythms Its occurrence in early sleep or anaesthesia 


is normal unless showing a unilateral focus or marked 
asymmetry 
id) Delta Rhythm (0.5-3.5) sec). Normal only in 


sleep and infancy ( 3 years). In the former it may 
occur in paroxysmal form together with theta, alpha and 
beta frequencies. At present the only features of a sleep- 
ing record that are considered abnormal are specific 
epileptic wave forms, focal disturbances and marked 
unilateral asymmetries 

(e) Evoked Rhythms: i. Rhythmic Photic Stimulation. 
Flicker following from 3-50 ¢ sec. together with 2nd to 
6th harmonics (2nd harmonic is double, third harmonic 
treble the stimulus frequency, and so on) normal unless 
with marked asymmetries in amplitude or frequency. 
Second subharmonics (one half the stimulus frequency) 
are normal unless frequency is below 4 c sec. and ampli- 
tude above 40 «v. Third subharmonics (one third stimulus 
frequency) normal if below 20 «v. Other subharmonics 
not normal. Direct flicker following is usually occipital 
or parieto-occipital, whilst harmonically related compo- 
nents show a wider distribution.'’ Absence of flicker 
response is not abnormal unless focal and related to an 
underlying lesion. 


Focal paroxysmal delta and theta discharge from the right temporal lobe. Male, 12 years, 


Never loses consciousness. This sample 


Note tsolated bilateral abnormalities. No demonstrable 


ABNORMALITY 


The main features of the classification AA, A and ?N 
are as follows: 

1. ‘AA’ Positive Diagnostic Assistance: 1. Wave-and- 
Spike (W.S.) (Fig. 2a). Accompanies petit mal seizures. 
When present in the absence of a clinical seizure is 
usually indicative of idiopathic minor seizures, but ts 
occasionally seen in patients complaining only of major 
seizures. Frequency of W.S. discharge is commonly 33.5 
¢ sec., although 4 and 5 ¢ sec. W.S. have also been seen 
It is usually bilaterally symmetrical with a synchronous 
appearance, of frontal origin, whilst) spatial analysis 
reveals a different location for the spike component. 
Reaction times are slower during W.S. discharges -> and 
the patient is often found to be unresponsive despite no 
overt change: this is due to temporary inactivation of 
expressive or motor function (Fig. 2b). The W.S. pattern 
responds well to Tridione. 

2. Slow Spike-and-Wave (S.W.) (Fig. 3a). Apparently 
a different phenomenon from the 3 p.s. W.S., since it is 
often associated with organic disturbance, whilst its fre- 
quency ranges from 0.5 to 2 per sec. It is always asso- 
ciated with a history of some kind of seizures, particularly 
minor. The spike component is often much slower than 
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Restoration of the 


Megaloblastic Blood Picture 


EUHAEMON, a sterile solution, containing 50 micrograms 
vitamin B,, (Cyanocobalamine) per c.c., restores the 
megaloblastic blood picture to normal and counteracts the 
neurological phenomena which are so frequently associated 
with pernicious anemia. 


The intramuscular injection of Euhaemon causes no dis- 
comfort, systemic or local reaction, and it may be used in 
patients who are sensitive to liver extracts. 


In addition to the remarkable hematological improvement 
following the injection of vitamin B,, in pernicious anemia, 
disappearance of glossitis and improvement in strength and 
mental alertness are effected. 


Vitamin B,, has a high hematopoietic activity in sprue, in 
many cases of nutritional macrocytic anemia and in certain 
cases of macrocytic anemia of infancy. 


Euhaemon is issued in ampoules of | ¢.c., each containing 
SO micrograms of vitamin B,,, in boxes of six ampoules. 


KUHAEMON 


(Vitamin By») 


Literature on application. 


(SMCORFORATEL IN ENGLAND: 
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BOYLE’S APPARATUS 


The Model G Boyle's Apparatus shown above is fitted with Coxeter Mushin 
M.K.11 CO, Absorber for greater economy and efficiency in the administration 
of cyclopropane-ether-nitrous oxide-oxygen anaesthesia 

Further details concerning this and all other medical apparatus supplied by 
Messrs. African Oxygen & Acetylene (Pty.) Lid, will be given gladly 
on request 


AFRICAN OXYGEN & ACETYLENE (PTY.) LTD. 
Division of The British Oxygen Co. Ltd. 
MEDICAL DEPARTMENT 
(Incorporating Coxeter & Son, Ltd. A. Charles King Ltd.) 


Heed Office : 
Afrox House, Cor. Booysens Road and Webber Street, Johannesburg 
Branches throughout the Union, Rhodesias, East Africa and South West Africa 
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Bloodless 


revolution 


The introduction of ‘Dextraven’ has made 

available for the first time a dextran solutron 

with controlled optimal mo'ec star content which 

has been referred to as (narrow traction” dex 
tran It produces rapid clevation and pro'on red 
maintenance of blood volume and normally ensures 
that over 80°. of the dextran administered remaims 
m the circulation after 24 hours —a longer penod 
than has been possible with any previous Mood 
volume restorer 

“Dextraven’ is the preparation of chowe tor the re- 
storation of blood volume. The 
pada of Medical Practice (Medical Progress, 
1952) states “There ws little dowbt that the 
narrow fraction dextran will revolutionise 
supportive therapy. and may be regarded as 

one of the mayor advances of the year.” 


—Trulys a bloodless revolution 


Dextraven 


Developed by research at 


Benger Laboratories 


Further { 


sioner Stree Johannesburg tox 5788. Telephone 23-1915 
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AMITRON 
TABLETS 


Saiicylamide 
contain: Phenobarbitone 


PO. BOX 568, CAPE TOWN 


Amphetamine Sulphate 
Extr. Belladonnae sicc 


DOSAGE: 


P.O. BOX 2383, DURBAN 


A NEW TREATMENT 


2 mg. 
75 mg. 
300 mg. 
16 mg. 


Average dose 2 tablets followed by 1 or 2. tablets every 


hours as required. 


A SOUTH AFRICAN 
LABORATORIES LTD. 


STEPHEN ROAD, OPHIRTON, JOHANNESBURG. 


P.O. BOX 789, PORT ELIZABETH 


VALUABLE 


ARE YOU PREPARING FOR ANY MEDICAL, 
SURGICAL, of DENTAL EXAMINATION? 


Send Coupon below for our valuable publication 


“Guide to Medical Examinations” 


PRINCIPAL CONTENTS 
The Examinations of the Conjomt Board 
The M.B. and M.D. Degrees of all British Universities 
How to pass the F.R.C.S. Exam 
The M.S. Lond. and other Higher Surgical Examinations 
The M.R.C.P. London 
The D.P.H. and how to obtain it 
The Diploma in Anaesthetics 
The Diploma in Psychological Medicine 
The Diploma in Ophthalmology 
The Diploma in Laryngology 
Diploma in Radiology 
The D.R.C_.O.G. and M.R.C.0.G 
Tke Diploma in Child Healt 
Coaching also for all South A:rican Medical Examinations 
Do not fail to get a copy of this Book before commencing pre- 
paration for any Examination. It contains a large amount of 
valuable information. Dental Exams. in special Dental Guide 
SEND FOR YOUR COPY NOW' 


The Secretary, 
MEDICAL CORRESPONDENCE COLLEGE 
19 Welbeck Street, Cavendish Square, London W.1 


Sin, —Please send me a copy of your “Guide to Medical Exami 
nations” hy return 
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HEPVISC 


FOR THE RELIEF OF 


HYPERTENSION 


HEPVISC is a New Hypotensive Agent 
combining Mannitol Hexanitrate (8 mg.) 
with Viscum Album (50 mg.) in one 
tablet. 
It effectively relieves Hypertension and 
controls subjective symptoms. 

DOSAGE: 


TWO TABLETS THREE OR FOUR 
TIMES DAILY 


Supplied in bottles of SO tablets 


Literature and Samples on request 


PHARMACAL PRODUCTS (PTY.) LID. 


Name P.O. Box 784 e Port Elizabeth 
4ddress Agents for 

THE ANGLO-FRENCH DRUG CO LTD., 
S.A.M.J. South African Offices: P.O. Box 2239, Durban, Natal LONDON W.C.1 cms Mw 


| 
BOOK FREE! 
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TSEC 1415 16 20 


Fig. 6. Paroxysmal fast activitv. Male, 5 years, grand mal and petit mal. Sample shows unusually 
high voltage larval grand mal seizures in form of generalized bursts at 15-18 ¢ sec. Theta rhythms 
were also often paroxysmal in this patient. 


PHASE DATUM 
LINES 


_ 1 SECOND 


Fig. 7. Focal delta rhythm. Male, 35 years, cerebral tumour, left temporal area. Phase 
reversals between channels 4 and 6, sometimes between 4 and 5. Note characteristic irregular 
wave-form due to polyrhythmic nature of such delta activity, here ranging from 1-5 to 3 ¢ sec 
and often associated with theta rhythms at 6-7 ¢ sec. 
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W.S. (0.1 sec. as opposed to 0.02 
sec.), whilst asynchrony and asymmetry between the 
hemispheres are common. The slow wave component 
usually occurs after the spike, it having been suggested 
that such slow activity possesses protective or self-limiting 
properties **".*? (see also under Focal Delta rhythm 
below). The S.W. may be either diffuse or focal, an 
example of the latter being shown in Figure 3b. 

3. Spikes or Sharp Waves. Often focal and associated 
with acquired epileptic disorders related to cortical irrita- 
tion (Fig. 4a). Focal spikes have also been observed in 
temporal lobe epileptic disturbances without any demon- 
Strable cortical lesion (Fig. 4b) usually associated with 
emotional and behaviour disturbance (psychomotor 
epilepsy). Spikes may show independent bilateral homo- 
logous foci, or travel very rapidly from one hemisphere 
to another, despite a unilateral cortical origin, these being 
possible sources of error in accurate localization. Ampli- 


that found in the 3 ps 


PAPER 
SPEED 


isec, 


Fig. Sa. Brief 3 p.s. W.S. discharge evoked 30 secs. after 
intravenous injection of 2 ¢.c. Leptazol. Resting EEG normal 
Female, 22 vears, petit mal 
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tudes range from 5 100 «vy, whilst a slow wave may tollow 
the spike with higher voltages (Fig. 3b). Spikes may also 
be present in epileptic conditions involving involuntary 
movements, jerks or feelings (e.g. Fig. &b) The spike 
phenomenon seems at times to bear a close relation to the 
slow S.W., although it is not yet clear what determines 
the occurrence or absence of the slow component 
4. Paroxysmal Slow Disturbances: (a) Delta 
Rhythmic bursts of slow activity, usually at 2 3 
¢ sec., are common in a variety of epileptic conditions. 
Such disturbances are often associated with harmonically 
related theta rhythms, are rhythmic, regular and usually 


(0.5-3.5 


C/ 


bilateral. They are sometimes attenuated by eve open- 
ing and or augmented by eve closure Spontaneous 
paroxysmal delta rhythm is unlikely to occur in non- 


epileptics except during sleep when slow activity is normal. 
It has, however, been reported in cases of schizo- 
phrenia Bilateral paroxysmal delta rhythm is sug- 
gestive of an idiopathic epileptic disturbance, whilst tocal 
paroxysmal delta suggests an acquired disorder. The lat- 
ter tends to be less rhythmic in appearance and ts often 
associated with spike or sharp wave activity (Fig. 3b). An 
example of focal paroxysmal delta rhythm during a sub- 
clinical temporal lobe seizure is shown in Fig. 5, this also 
associated with paroxysmal theta rhythm. 

(b) Theta (4-7 © see.) Paroxysmal theta rhythm, 
whether generalized or focal, is common in epileptic con- 
ditions (cf. Fig. 5), although such disturbances are also 
found in some psychopathic and allied disturbances 
Paroxysmal theta rhythm 1s also occasionally seen in sub- 
jects with no clinical features, so that its classification as 
AA rather than A depends on the clinical history. A 
history suggestive of epilepsy combined with paroxysmal 
theta rhythm raises considerably the probability that the 
disorder ts epileptic. Paroxysmal theta rhythm from one 
or both temporal regions ts often associated with epileptic 
seizures within the psychomotor or automatic behaviour 
category, as in Fig. 5. There is evidence that theta rhythm 
iS associated with activity in corticobasal circuits.-": 

S. Paroxysmal Fast Activity (14-40 c/ sec.) tound 
occasionally in idiopathic grand mal interseizure records, 
probably reflecting larval seizures and usually generalized 
(Fig. 6). Little is known of the clinical significance ot 
other fast activity. Bursts of multiple spikes may also be 
included in this category, these being rare and associated 
with organic cerebral disorder. 

6. Focal Slow Disturbances. (a) Delta. Characteristic 
activity from a tumour focus, distinguished from epileptic 
delta by its extreme irregularity of form and sequence 
(Fig. 7). Voltage ranges from 20-500 In general, 
the greater the amplitude the larger the area involved. and 
the lower the frequency the more acute the lesion-- As 
already mentioned, Walter has suggested that such 
slow activity may represent the activity of a mechanism 
whereby neurones are relieved of their normal function 
in disturbed conditions. Subsequent studies in conjunc- 
tion with flicker have supported this hypothesis.'®. 

(b) Theta. Focal theta rhythm is suggestive of an 
underlying deep lesion.- Focal 6-7 ¢ sec. activity is 
sometimes associated with underlying vascular disturbance. 
See also under paroxysmal theta rhythm above. 


7. Evoked Abnormalities. All ot the above may be 
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9 f/s 
PHOTOCELL 


27 c/s 


— 


Fig. 8b. Frontal spikes evoked by flicker, greater on right, later accompanied by myoclonic 
jerks. Female, 17 years, migraine. The evoked spikes follow stimulus frequency; considerable 
3rd harmonic (27 © sec.) is also present probably contributing to the spike form. This response ts 
classified as epileptiform. 


15 f/s 


NOT CONTINUOUS * NOT CONTINUOUS 


Fig. &« Typical W.S. responses to flicker. Female, 7 years, petit mal with myoclonus. These 3 
separate samples demonstrate the common finding of a specific selectivity of the abnormal flicker 
response. In this case 9, 15 and 25 f sec. were particularly effective. Frequency analysis invariably 
showed peaks at 2:5 and Sc sec. with 1S and 25 f s., 3.¢ sec. with 9 f s., these being sub-harmonics 
of the stimulus frequencies. This suggests the possibility of 2 sub-harmonic resonant mechanisms 
in this patient. See text for further discussion. 


evoked or enhanced by a variety of activation methods turbance and the majority of evoked seizures lies in the 
already mentioned. The most efficient are Metrazol ! petit mal triad Le. minor, myoclonic and akinetic. 
(Fig. 8a), flicker! *.°* (Fig. 8b and c), the two com- _ evidence is strongly suggestive of an abnormal irradiation 
bined * and either natural or induced sleep, the latter by of afferent impulses within the thalamus as the origin of 
Seconal or Nembutal.” '* Sleep is of particular value for such abnormalities, the process attributable to abnormally 
demonstrating temporal lobe spike foci in psychomotor low intrathalamic thresholds,’ these apparently sometimes 
epilepsy (cf. Fig. 4b). Abnormal responses to flicker often initiated and reflected by a process comparable to sub- 
reflect a genetic (occasionally acquired) diencephalic dis- harmonic resonant excitation '*~.™ (cf. Fig. 8c). 
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Fig. 9. 


Marked suppression of rhythms over the left anterior temporal area. 


Male, 16 vears, 


Jacksonian epilepsy with right-sided spastic hemiplegia attributed to left-sided cortical atrophy 


following birth injury. 


Diagnosis: probable left-sided chronic sub-dural haematoma. 


The 


requency analyser is here switched from the left to the right hemisphere and shows clearly the 


difference in energy output. 


cally evoked abnormalities 
epilepsy. Approximately 3.5%, normal adults,'’ 9% manic 
depressive psychotics and 9%, psychoneurotics (unpub- 
lished observations) show abnormal responses to flicker, 
whilst a high percentage of behaviour deviate children 
(b.d.c.) show abnormal responses (36%, b.d.c. without fits, 
68°, b.d.c. with fits 

8. Abnormal Suppression. An asymmetry of amplitude 
of normal or abnormal rhythms (~- 50°) may occur due 
to an underlying lesion (Fig. 9). This ‘suppression’ may 
or may not be accompanied by slow activity, and is 
usually focal corresponding to the site of the underlying 


are rare in focal cortical 


organic disturbance.** 

Il. ‘A’ Diagnostic Compatibility: Non-specific abnor- 
malities. 

1. Continuous or Periodic Diffuse Dysrhythmia. These 


are generalized and diffuse non-paroxysmal irregularities 
in the EEG due to presence of slow (< 8 ¢/sec.) rhythms 
in which the amplitude is greater than 50°, of the alpha 
rhythms. Fast rhythms (> 13 c/sec.) may also contribute 
to the irregularity. Compatible with epileptic disorder, 


probably idiopathic. Unlikely to be due to localized 
abnormality. 
2. Excessive Theta Rhythm. Medium-high voltage 


(> 25uv) theta rhythms present for more than 40°, time 
may be associated with epilepsy or cortico-basal distur- 
bance. As already noted it is also found with cortical 
immaturity and in some behaviour disturbances.'': - 

3. Excessive Faust Activity. Medium-high voltage fast 
rhythms present for more than 40°, time are excessive and 


are sometimes found in epileptics and migraine. They 
have very little clinical significance. 
4. Non-Specific Paroxysmal Disturbances. Paroxysmal 


bursts of high voltage (~- SO «v) activity within the alpha 
band are compatible with epileptic or allied disorders, 
particularly if frontal or generalized. Such activity is not 
abnormal if occipital unless greater than 100 «v when 
doubtful. See also I (4) above. 

5. Slow or Dysrhythmic Activity Evoked by Flicker. 
Recurrent or paroxysmal high voltage slow responses 
(1-6 ¢ sec.) either harmonically or non-harmonically 
related to the stimulus frequency are abnormal. A 
dysrhythmic appearance often occurs due to association 
of such slow activity with higher frequency components 
of the response pattern (Fig. 10). Such flicker responses 
are compatible with an epileptic disorder but have been 
seen in non-epileptics.'” 

IIL. Questionable Normality. This category includes 
all phenomena bordering on abnormality e.g. low voltage 
rare, short paroxysmal disturbances, slightly more than 
normal slow or fast activity, isolated transient sharp or 
slow waves and other comparable phenomena of doubtful 
or unknown significance. The occurrence of medium-high 
voltage 3rd and lower subharmonics during flicker 1s also 
included here. The classification ?N is of little if any 
clinical value. 


CONCLUDING REMARKS 


The present study fully supports the prevalent view that 
electroencephalography is an invaluable aid to compre- 
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Fig. 10. *Dysrhythmic’ response to flicker. 


Female, 12 years, nocturnal convulsions, 


FLASH OFF 


A, 


High 


voltage slow activity both harmonically and non-harmonically related to stimulus frequency. 
Irregular wave forms, often paroxysmal, sometimes assuming W.S. appearance. 


hensive neuropsychiatric practice... Naturally it should 
never be regarded as an end in itself, but as an additional 
component in the battery of diagnostic aids. Nor should 
it be regarded as merely a useful tool. It is only by intel- 
ligent and explorative application that its full value can 
be approached, particularly with the aid of activated and 
functional studies. Every EEG recorded is of potential 
value for the study of order and disorder in the brain and 
as such for the understanding of the role of cerebral 
rhythms in human behaviour. 


SUMMARY 


1. International standards for the establishment and 
functioning of EEG departments are outlined and the 
necessity for their observance stressed. Methods of EEG 
recording, analysis and interpretation are noted. 

2. A survey of the EEG's of 350 epileptic and 24 cere- 
bral organic patients is presented: 61°, of the former and 
83°, of the latter showed abnormal EEG’s. Approxi- 
mately 8°, of the EEG’s of the epileptic group were con- 
verted by rhythmic photic stimulation from normality or 
non-specificity to positive diagnostic abnormality. 

3. A detailed qualitative analysis of the normal, ques- 
tionable and abnormal features encountered in both 
spontaneous and activated EEG’s is presented. 
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My sear of office as President of this Branch has coincided 
with an important step in my career, viz. a return to general 
practice from a stay in the ivory tower of full-time hospital 
service. Starting from scratch, | have had considerable tme 
to ‘stand and stare’ and ruminate This rumination fre 
quently took the unhappy form of reminding me of this 
talk; but I have also been able, at fair leisure, unfortunately 
becoming less, to compare my present experiences with those 
encountered when I first sallied forth into general practice 
in a small Eastern Transvaal town. In those years of appren 
ticeship to our profession | had not only to learn the art. 
but had to add much to the very meagre store of knowledge 
ot the practical side of medicine In the hurly-burly of 
country practice there was little time to indulge in philoso 
phical considerations of one’s work. Experiences were, more 
over, too new and varied and too charged with emotional 
content to be surveyed objectively To-day, knowing the 
ropes of medical practice. one can attempt, on more certain 
grounds, to survey the medical scene. I have also recently 
indulged in the pleasant pastime of browsing through the 
works of numerous medical thinkers, some of whose writings 
| had perused before, but whose significance I had not then 
fully realized and some whom | now regret not to have made 
the acquaintance of previously. In these works one finds an 
oft-recurring question posed: “What faculty must be developed 
by the members of our profession in order that their work 
shall be of high standard and their status in good repute?’ 


Note that the word ‘faculty’ is used and not, for example. 
“skill” or * knowledge’ The latter two attributes can be 
acquired readily, by some more so than by others; but, 


given adequate facilities, to a useful degree by all. 

No one has stated the answer as forcibly as Osler did 
‘To the physician particularly, a scientific discipline is an 
incalculable gift, which leavens his whole life. giving exactness 
to habits of thought and tempering the mind with that judi 
cious faculty of distrust which can alone. amid the uncertain 
ties of practice, make him wise unto salvation. For perdition 
inevitably awaits the mind of the practitioner who has never 
had the full inoculation with the leaven. who has never 
grasped clearly the relations of science to his art and who 
Knows nothing and perhaps cares less, for the limitations of 
either.” 

The importance of recognizing these limitations is profound 
The art of medicine is unique The following quotation 
from Confessio Medici vividly sums up the essential difference 
of the art of medicine 

‘People talk of the Fine Arts; but what art is so fine as 
Medicine which works in lives. and cannot correct its proofs. 
or begin with a sketch or waste its fabrics, or rehearse its 
effects or use a model and, by a mistake. injures not an 
image of life, but life?” One cannot add to this 

What of the science of Medicine? Wilfred Trotter has put 
the position thus: * The scientific worker, among other quali 
ties, must have an especially severe standard of evidence 
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and proof. He must draw no conclusion that its not strictis 
justified by the evidence, and he must be content to leave 
in suspense any decision for which the materials are not 


quite complete. Now the last thing a doctor is free to do 
is exercise the scientific suspense of judgment, and he scarcel\ 
ever makes a decision that is justifiable on strictly scientific 
grounds. He also writes: ‘It ts a hard doctrine but none 
the less true that this essential function of the doctor —the 
care of the given patient—may involve the foregoing of exactls 
scientific diagnosis, of the artistic perfecting of an operation. 
or even the interests of society at large.” 

Here then, also, is a reason for the endless spate of reports 


on new advances in all fields, for the publication of new 
theories and the use of new remedies in their myriads 
Coupled with the innate human failing of believing what 


one sees and seeing what one believes, the difficult situation 
in which the medical practitioner tinds himself is obvious 
If he wishes to maintain his balance and not to be swept 
headiong by this flood, he must exert his * judicious faculty 
of distrust’ to the utmost. In these times of emphasis on 
the chemical equilibrium of the body I may be forgiven if 
| suggest that the self-administration of the proverbial grain 
of salt would be most efficacious. 

A. Morgan-Jones recently wrote in an 
education in the British Medical Journal: *\t is this capacity 
to examine critically new ideas, to select these worth while 
and to incorporate them in the body of his k-cwledge which 
alone justifies the claim of the doctor to be a member of 
the learned professions.” 

Now our patients themselves make the task no easier. We 
do not have to subscribe wholly to the view that the closest 
glimpse we get of the infinite is by a contemplation of Man's 
stupidity We can be more charitable and savy that Man. 
generally unreasonable, if ill becomes more so. Osler said 
‘Common sense in matters medical is rare and is usually in 
inverse ratio to the degree of education” and this was stated 
before the time when the public began to be bombarded with 
so-called medical education via the press. the radio, the screen 
and now television. I need not enlarge on this you have 
all had experience of the reaction of patients of the highest 
intelligence in all walks of life, commanding the utmost respect 
of their fellow-men. And this included doctors as well. 

To-day then, as perhaps at no time before. when scientific 
knowledge advances by leaps and bounds. where each bright 
new flash of light only serves to emphasize the greater dark 
ness of our ignorance. the task of the medical practitioner 
becomes even more difficult and perhaps most of all that of the 
general practitioner, who is already sufficiently harassed by 
the circumstances in which he works. The iniquities of Benefit 
Society practice and the problems of contract practice and 
ot so-called Free Hospitalization need no recapitulation here, 
burdensome as thes are The struggle to maintain his status 
in and out of the profession is indeed a difficult one 

But let there be no doubt about it, no matter how advanced 
specialized branches of medicine become. even super-specialized 
(as a recent notification from a colleague informs one) or 
perhaps for this very reason--it is to the general practitioner 
that the great bulk of the public turns for comfort in the widest 


article on medical 
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sense--physical and mental—and those who by-pass the 
general practinoner do so ill-advisedl\ 1 am of the firm 
opimon that more often than not such steps are taken most 
reluctantly and that the patient would far rather be under 
the wise and sympathetic guidance of the general practitioner, 
whose major role should be to co-ordinate all measures taken 


tor the welfare of his patients. Recently the Minister of 
Health of Great Britain stated that he favoured * closer asso- 
ciation between the tamily doctor and hospitals, including 


contact with his patients while in hospital; and direct access 
tor the doctor to X-ray and pathology departments the 
tamily doctor should be the leader of a team comprising all the 
services provided by the local health authority’. Such leader- 
ship implies a large measure of general culture as well as 
efficient knowledge of all branches of medicine, often perhaps 
only theoretical, vet pertinent to his practice. Certainly it 
iS NOt a case of Knowing * less and less about more and more °. 

General practice is in itself a highly specialized job; it is 
arduous and. it would seem, unenviable. Because of this we 
must beware lest unwarranted envy of other specialist practice 
tends to make us decry our own work and sets us off on 
talse paths To avoid this the recogmtion of the true status 
of the general practitioner must be striven for, not so much 
trom the public, but within the profession itself. The solu- 
tion hes in the acknowledgment of the true nature and value 
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PRESIDENTIAL ADDRE 


It is the usual custom in many organizations for a newly 
elected President to make his address at his induction. He 
can then speak of pious resolutions for his term of office, 
and escape the necessity of accounting for his stewardship 
at its termination. In our Branch it has been the custom 
for the President to have the more difficult task of summariz- 
ing our status, our difficulties and our aims. as a send-off (as 
it were) for the vear to come 

In complying with this, I cannot refrain from looking back 
on my early professional days in Port Elizabeth. I came 
here to find a dormant P.E. and Uitenhage Medical Society: 
but our position in the community was unchallenged: we 
were credited with all the attributes of sound judgment. 
sincerity and integrity To-day we belong to a _ national 
organization in which we here do not play a leading role 
Rather do we find ourselves at the tail-end of a body whose 
movements we must perforce accompany, in order to survive 
in the rapidly changing sea of circumstance, which is making 
our environment so much less congenial than we knew it of 
old. Social and economic changes have disrupted many a 
State for whom it has become a mode to hold out the medical 
profession to the masses as a sacrificial lamb 

For the last vear we have lived in a comparative calm as 
far as the machinations of our State are concerned The 
hint given that the Hospital Ordinance may be repealed bears 
out our Association’s plea that it had not by any means 
accomplished what it had set out to do. We have always 
advocated that the financial hardship to the masses, of pro- 
longed illness. could be overcome by extension of the Medical 
Aid system and not by sweeping legislation with indiscrimi- 
nate application which serves to destroy the doctor-patient 
relationship, one of the fundamental pillars of practice which 


we have inherited and which has given satisfaction to all 
The changing world has created many ills: and too hasty 
cures. like the Hospital Ordinance and sympathectomy for 


hypertension. will have their day and be forgotten as universal 
experience will dictate the true answer 

The distribution of something for nothing. whether it be 
free hospitalization or free oranges, must lead to shameful 
wastage. The experiment with the latter was soon stopped: 
the former. and costher. must also soon come to an end. 

And talking of wastage. | wonder whether the time will 
ever come when a benevolent Government will set up a 
conserve the commodity which our services 
dream of recommendations which will forbid 
hours. the lot of the average medico 
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of the general practitioners’ work. There is now a move to 
tound a College of Surgeons and Physicians (cur Obstetn- 
cians and Gynaecologists, Anaesthetists, Ophthalmologists, etc.) 
and man\ general practitioners are keen on becoming members 
with a view to advancement in one or other speciality. Should 
not our endeavours rather be to advance in our own speciality, 
that of general practice? There is also a move to establish 
a College of General Practitioners overseas; this has actually 
now been achieved. Why not here as well? Is it too much 
to hope that one day we might see a group of consultant 
general practitioners recognized-—the truly wise old men of the 


tribe’? It is regrettable that such thoughts should arise and 
such moves should be considered necessary, but the trend of 
medical practice no longer allows tacit acceptance of the 


general practitioner as the * flower of the profession’ or the 
‘backbone’ thereof. These euphemisms are of little practical 
help to us, and their solace to one’s ego has long waned 
Might | in conclusion suggest that more active participation 
in the affairs of the Medical Association would also do much 
to maintain and enhance the status of the General Practitioner, 
not only in individual Branches or Divisions. but collectively 
in the newly formed General Practitioners Group, on which 
this Branch is so well represented. From my own experience 
| have found that such activities give much scope for the 
development of that essen al * Judicious Faculty of Distrust’ 


to-das. enforce a decent minimum rate of pay, especially for 
services that they themselves are responsible, like the fees 
for services we render as District Surgeons. They may even 
allow, as legitimate expenses on our Income Tax return, what 
is spent on post-graduate studies, which the nation can well 
atford to encourage and, in other words, look upon us as 
a national asset and not as the cynic represents us, the most 
lucrative profession outside the black-market 

We are looked upon as the source of all human kindness, 
but as the source 1s also human, and not divine, there are 
essentials to be provided to keep this human source well 
and fit and capable of fulfilling its destiny 

Before leaving the questions of the Hospital Ordinance, | 
must make mention that difficulties continue to arise which 
are inherent in a system that rules us from an office $00 
miles away. When these difficulties crop up one meets with 
an explosive feeling of frustration as was experienced only 
last month in the complete stoppage of the X-ray Department. 
On this occasion there was not a single radiographer on the 
staff of the hospital—this. too. | may remind you, with our 
average daily patient beddage of 940. But here I must chide 
the Hospital Medical Committee which has not taken sufficient 
advantage of the set-un offered by the Association in the 
use of the Liaison Committee. 

‘t has been truly sad that there is scarcely a facet of the 


human mind which cannot be fully satisfied in one or other 
of the branches of medicine But the satisfaction that is 
attained by the human (medical) body, varies considerably 


A statistical colleague has spent hours in research and estab 
lished that the average doctor has bad debts to the amount 
of 30. of his bookings. He had excluded the work done 
in an honorary capacity in the Hospitals for patients and 
employees of the Administration alike. And to add to the 
complexity of the problem, this is largely due to the * won't 
pays’, not the ‘can't pays’. We can all think of an esteemed 
colleague who peevishly complains of having to see the 
patients that owe him money driving in bigger motor cars 
than his or, invariably, taking up more expensive seats in 
the theatres 

Let us put on one side the less pleasant aspects and con- 
sider our heritage to which we cling. a cultured calling and 
an honoured position in Societys To retain our heritage as 
the priceless possession it is, we cannot merely sit still when 


we have attained its rank On the contrary, we have a 
never-ending task of making for perfection within our own 
ranks, for rt is only then that we can claim commendation 
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from others. We must have more to offer than a_ bedside 
manner, lest we fade out like a shooting star It seems 
barely necessary to point out the rapidly changing ideas in 
our art, but whereas enterprising manufacturers will not let 
us lose sight for one moment of the newest discoveries in 
medicines (which some of us are inclined to emit like a 
modern anti-aircraft barrage) out-dated and useless practices 
of the past are difficult to relinquish, especially for him who 
will not keep up with progress. I will mention one instance 
only, and that is the case of pneumothorax in tuberculosis, 
which had become the ideal goal for so many cases and which 
is now rapidly being relegated to the background. If we do 
not keep up with the kaleidoscopic changes in the profession, 
we will become quacks in spite of our high qualifications and 
experience. We will not only deceive our patients, but our- 
selves as well and only in passing days will we be able to 
see ourselves in all our pompous stupidity. 

To save ourselves from this fate there has fortunately risen 
the idea of specialization, which can in some measure cope 
with the ever-widening sphere of our activities. No longer 
is the Specialist regarded as a regrettable necessity, when 
one’s patient becomes restless. Deny him this advantage, he 
attains it behind our backs. What began as a convenience 
is now an established institution. We must merely see that 
the road leads to integration and not segregation. There is 
no short-cut in the use of multiple technicians who may put 
a diagnosis in our mouths, out of keeping with clinical 
judgment and experience 

The integration of which | speak must be a living part 
of our private as well as our hospital practice. It is true 
that the concentration of so many practitioners into one 
hospital, as ours, has raised many difficulties: but it is 
accepted that, although the G.P.’s work lies mainly outside 
the hospital, he must be able to go in and out as he wishes, 
because of his interest in his patients, and in like manner 
the Specialist must be able to go outside the hospital 


PASSING EVENTS 


Dr. Wallace Jones (of Cape Town) has changed his residential 
telephone number to 4-8085 

The First International Congress 
Confederation for Physical 
from 7-12 September 1953, 
The Duchess of Gloucester. 


organized by the World 
Therapy will be held in London 
under the patronage of H.R.H. 
The intermediate programme has 


already been issued 

fhe Chartered Society of Physiotherapy has issued an 
invitation to a few doctors from each country concerned to 
attend all these functions as their guests. Those interested 


should communicate with the Secretary of the South African 
Society of Physiotherapists (Miss Hazel Baines), Physiotherapy 
Department, General Hospital, Johannesburg. 


A Committee to honour the memory of Antonio Cardarelli 
has been established by the Administration of Ospedali 
Riuniti di Napoli The commemoration will consist of the 
Cardarelli Hospital, located on the Camaldoli Hill, and another 
in the Medical Clinic of the University of Naples. It is also 
proposed to establish 2 scholarships for young doctors, tenable 
at the proposed hospital and in the Medical Clinic at the 
University of Naples. It is also expected to issue books in 
honour of Cardarelli's scientific work. Contributions will be 
noted in a special album and contributors should send their 
donations to Avv. Marchese Annibale Pisani Massamormile. 
Tesoriere delle Onornaze ad Antonio Cardarelli, Ospedale 
Cardarelli, Napoli, Italy 


SYMPOSIUM ON Mepicat WRITING 


The January issue of the Mississippi Valley Medical Journal 


(Quincy, HL.) contains all the papers read at the recent St 
Louis annual meeting (1 October 1952) American Medical 
Writers’ Association There are papers by Dr. Walter C 
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We constitute such a well-defined group. We set our own 
standards for admission; we fix, where we can, our own 
scale of fees and we judge the professional conduct of our 
members. This started with the primary object of a purified 
service and the protection of the public against charlatanism. 
Let us see that our standards are ever of the highest. 

It does not take long. however, for each entrant to find 
himself on a pinnacle of his own, separated from his neigh- 
bour by his individual practice, so that he tends to lose his 
sense of proportion. There lies the great danger of becoming 
dogmatic and looking down on his colleague with patient 
or impatient contempt. Let us rather be tolerant towards 
others and not indulgent towards ourselves. Do not let us 
aspire to an epitaph like this: 


Here lies a colleague learned and wise, 
Whose word no one relied on, 

Very keen to criticize, 

He never said a kind one. 


Finally, let me remind you of our duties to the Association 
which strives for us in all things. Many are all too ready to 
voice their opinions in the Staff Room. How many are 
willing to sacrifice a little in the meetings of the Federal 
Council? The firm foundation on which we were brought 
up has been somewhat shaken by this changing world. There 
is much to be done to consolidate our position, and this 
calls forth for some effort on the part of our Branch. We 
have as yet not played our part or pulled our weight in 
the affairs of the Association. We must combine the new 
office-bearers and the old to remedy the position. 

The next Medical Congress will be held in Port Elizabeth 
Let us not be found wanting. A wonderful opportunity is 
We have 
We shall do it 


presented to us to show what we are made of. 
acquitted ourselves creditably 
again. 


in the past. 


Alvarez and Prof. Theodore Peterson, University of Illinois: 
Prof. J. Linwood Cutler, University of Missouri: Dr. Harold 
Swanberg, Editor, Mississippi Valley Medical Journal; and 
Dr. W. W. Bauer, Editor of Today's Health. The first 4 
comprise an interesting Svmposium on Medical Writing con- 
ducted at the St. Louis meeting. The 2 winning essays in the 
12th annual essay contest, Mississippi Valley Medical Society. 
by Dr. Wallis L. Craddock, Salt Lake City, and Dr. Lawrence 
L. Craven, Glendale, Calif., are also included. 

The Symposium on Medical Writing has been incorporated 
into a 24-page reprint which will interest everyone concerned 
with medical writing. it contains a wealth of good ideas on 
many phases of the written word of medicine. Free copies 
are available by addressing Harold Swanberg. M.D., Secretary. 
American Medical Writers’ Association, 209-224 W.C.L 
Building, Quincy, Ill., U.S.A. 


NUFFIELD DOMINION TRAVELLING FELLOWSHIPS 
FOR THE YEAR 1954 


1. Applications are invited not later than 5 May 1953. tor 


the following very generous senior fellowships offered to 
South African nationals by the Nuffield Foundation for the 
year 1954. 

One fellowship in the Natural Sciences. 

Two fellowships in the Humanities 

One fellowship in Medicine. 

2. Applicants should normally be between 25 and 35 vears 
of age, have high intellectual and personal qualities, and have 
shown capacity of an unusual order for advancing knowledge 
and education in some branch of their fields. They must 
undertake to return to South Africa as soon as possible after 
the termination of their fellowships 

3. Copies of the regulations and application forms may be 
obtained: 

(a) By university applicants the 
universities 


from Registrars of their 
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In the aged... 


In old people the advent of depression may 


the central 


easily be mistaken for an exacerbation of the 


symptoms usually associated with the declining 


nervous 


physique. The apparent hopelessness of such 


acondition is relieved entirely by ‘ Dexedrine’ 


Tablets. This central nervous stimulant of choice 


stimulant 


dispels the characteristic chronic fatigue, and causes the 


desired amelioration of mood without inducing signi- 


of choice 


ficant cardiovascular side-effects — an important consider- 


ation in the treatment of depression in the aged patient. 


‘Dexedrine’ tablets 


Each tablet contains 5 mg. dextro-amphetamine sulphate 


M. & J. Pharmaceuticals (Pty.) Ltd., Diesel Street, Port Elizabeth 
Associated with MENLEY & JAMES LTD., LONDON 


for Smith Kline & French International Co., owner of the trade mark ‘ Dexedrine’ 
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other 
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for oral, topical and intravenous therapy. 


PRIZER INTERNATIONAL SERVICE ING. 
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Acute staphylococcal endocarditis’ 
Lung abscess* 
Bacteroides septicemia’ 
Chronic cystitis* 
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Sinusitis® 


‘Lerramycin 


The effectiveness of well-tolerated 
Terramyein has been repeatedly 
demonstrated in a wide variety of 
infectious diseases due to bacteria. 


rickettsiae, spirochetes and certain 
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(b) By others—trom the Honorary Secretary, Nuffield 
Foundation, South African Liaison Committee, ¢ o University 
ot the Witwatersrand, Johannesburg 

4. Applications received 


after 5S May 
considered until 1954 


1983 will not be 


Factors anp Liver Diseases 


held under the auspices of the 
York Academy of Sciences in New York on 13 and 
February 1953 Papers were submitted from all over 
world, including South Africa. Prot. J. F. Brock, of 
University of Cape Town, read a paper entitled Survey 
the World Situation on Kwashiorkor and Malignant Mal 
nutrition. Prof. J. and Dr. T. Gillman of the University of 
the Witwatersrand, Johannesburg. submitted a paper entitled 
Liver Disease and Malnutrition. Prot. J. F. Brock, represent 
ing the World Health Organization. was the Chairman of the 
evening session on Friday, 13 February 1953 


CONFERENCE ON NUTRITIONAL 


This Conference was 


THe Law on Posi-Moritm Examinations 


The Assistant Secretary writes as follows 


In order to avoid misunderstanding the attention of mem- 
bers of the Association is drawn to the legal position, as it 
exists to-day, with regard to the performance of post-mortem 
examinations, other than in medico-legal cases. 

The Post-Mortem Examinations and Removal of 
Tissues Act, 1952, which came into operation on 
1952. provides 

Section 2 (1). The magistrate in whose district any person 
has died or the medical practitioner in charge of a hospital 
or institution in which any person has died and who has 
been authorized thereto in writing by the Minister may, 
notwithstanding anything to the contrary in any law contained, 
upon the written application of a medical practitioner. 
authorize that medical practitioner or another medical practi- 
troner in writing 

(a) to perform, subject to such conditions as may be pre- 
seribed by regulation, a post-mortem examination of the body 
of such person before its burial; or 

(b) to remove, subject to such conditions as may be so pre- 
scribed, any specified tissue from the body of such person 
before its burial.’ 

From the date the Act came into operation, therefore, any 
medical practitioner who performs the acts referred to in 
paragraphs (a) and (b) in Sub-section (1) of Section 2 of the 
Act will be contravening the law unless he has obtained 
the written authority of either the magistrate or the medical 
practitioner as described in the section aforesaid. 

No regulations envisaged in this section have yet been 
promulgated, but instructions have been issued to each magis- 
trate in the Union which prescribe the procedure to be 
tollowed whenever a post-mortem examination is required 
either to ascertain the cause of death or to remove tissue 
trom a deceased person's body 

Before applying for the necessary authority it 
necessary to obtain the consent in writing of the surviving 
spouse or nearest adult relative or, if no such relative is 
available, of any hona fide friend of the deceased, unless 
the deceased before his death signified in the presence of at 
least 2 witnesses that he wished his body to be left for thera- 
peutic or scientific purposes, or did so in his last will 

Applications for authority should be couched in the fol- 
lowing terms: 

‘To the Magistrate 
(Medical Officer in charge of 
Application for Authority to perform post-mortem examina- 
tion or to remove tissue from a human body under the 
Post-Mortem Examinations and Removal of Human Tissues 
Act, 1952 

I (name in full) 
(qualifications) 

(address) 

being a medical practitioner 
Medical, Dental and Pharmacy 
hereby apply for authority 


Human 
14 May. 


would be 


Hospital) 


under the 
13 of 1928) 


registered as such 
Act, 1928 (Act No 
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(a) to perform a post-mortem examination of the body of 
the late presently at (place 
where body is deposited) 

tor the purpose of 
cause of death, 


determining more precisely the 


(un) for the following scientific purpose 


*(b) to remove the following tissue trom the body of the 
late presently at (place where 
bods deposited) 
for the *therapeutic/ scientific purpose described: 


Tissue *Therapeutic Scientific purpose 


subject to the provisions of the Post-Mortem 
and Removal of Human Tissues Act, 1952 


Date 


Examinations 


Medical Practitioner 
* Delete whichever is inapplicable.” 


Medical practitioners who may be called upon to perform 
post-mortem eXaminations are advised to ascertain from the 
magistrate in their district the speediest method by which such 
authority may be obtained, because the time factor, as in the 
case of removal of tissue for therapeutic purposes, is of the 
utmost importance. They should also make the necessary 
inquiries from medical practitioners in charge of hospitals or 
institutions whether they have been authorized by the Minister 
of Health to grant permission for the acts mentioned in 
Section 2 (1) (a) and (b) of the Act 


Dit Wet oor LYKSKOUINGS 


Die Assistent Sekretaris skryf as vole 


Teneinde enige misverstand te voorkom, word die aandag 
van lede van die Vereniging gevestig op die huidige regs- 
posisie met betrekking tot lykskouings—behalwe in geregtelike 
gevalle. 

Die Wet op Na-doodse Ondersoeke en Verwydering van 
Menslike Weefsels, 1952, wat in werking getree het op 14 Mei 
1952 maak voorsiening as volg: 

Artikel 2 (1). Die magistraat in wie se distrik iemand 
oorlede 1s, of die geneesheer in bevel van ‘n hospitaal of 
inrigting waarin iemand oorlede is, en wat skriftelik deur 
die Minister daartoe gemagtig is. kan ondanks die bepalings 
van enige ander wet, op die skriftelike aansoek van ‘n genees- 
heer, daardiec geneesheer of ‘n ander geneesheer skriftelik 
magtig 

(a) om, behoudens die voorwaardes wat by regulasie voor- 
geskryf mag word, ‘n na-doodse ondersoek op die Ivyk van so 
iemand voor die begrawing daarvan, uit te voer; of 

(b) om, behoudens die voorwaardes wat aldus voorgeskryf 
mag word, enige vermelde weefsels van die lvk van so 1emand 
voor die begrawing daarvan, te verwyder.’ 

Enige geneesheer wat dus die handelings waarna verwys 
word in paragrawe (a) en (b) van sub-artikel (1) van artikel 
> van die Wet verrig, nadat die Wet van krag geword het, 
oortree die Wet tensy hy skriftelik magtiging daartoe van of 
die magistraat Of die geneesheer verkry het soos in die voor- 
noemde artikel ulteengesit 

Geen regulasies soos in hierdie 
gestel is totnogtoe afgekondig nic. Opdrag is egter aan elke 
magistraat in die Unie gegee met ‘n uiteensetting van die 
prosedure wat gevolg moet word wanneer na-doodse onder- 
sock verlang word vir die nadere bepaling van die oorsaak 
van die dood of vir die verwydering van weefsels van ‘n 
oorledene se liggaam 

Voordat aansoek om magtiging gedoen word is dit nodig 
om skriftelik die toestemming te kry van die langslewende 
eggenoot of naaste beskikbare volwasse bloedverwant, of indien 
geen sodanige bloedverwant beskikbaar is nie, van 'n bona fide 
vriend van die oorledene, tensy die oorledene voor sy dood 
in die aanwesigheid van minstens 2 getuies verklaar het 
dat hy sv lyk vir geneeskundige of wetenskaplike doeleindes 
wens te bemaak. of dit in sv laaste testament gedoen het. 


artikel in die vooruitsig 


es 

= 
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Aansoeke om magtiging moet as volg opgestel word: 


Aan die Magistraat 
(Mediese beampte in beheer van hospitaal) 
Aansoek om magtiging om ‘n na-doodse ondersoek te doen 
of om weefsels van ‘n Ivk te verwyder, ingevolge die Wet 
op Na-doodse Ondersocke en Verwydering van Menslike 
Weefsels, 1952 
Ek (name 
(kwalifikasies) 
(adres) 
‘n geregistreerde mediese praktisyn ingevolge die Wet op 
Geneeshere, Tandartse en Aptekers (No. 13 van 1928), doen 
hiermee aansoek om magtiging 

*(a) 
wyle 
(plek waar lyk gehou word) 


voluit) 


om ‘n na-doodse ondersoek te doen op die lyk van 


op die oomblik by 


*(i) vir die doel om oorsaak van die dood noukeurig vas 
te stel, 


*(ii) vir die volgende wetenskaplike doel: 


Prof. A. Pijper (Pretoria) writes: Dr. Stutterheim takes with 
him the gratitude of thousands and thousands of people, 
both here and overseas, whose lives he has made easier and 
richer by his ophthalmological work. Ophthalmology to me 
has always appeared a conservative science, and probably this 
is a good thing, eyes not being organs one should play with, 
but recognition of Stutterheim’s researches and their practical 
worth has been slow, even reluctant at times, and is by no 
means complete yet. To what extent his own mental attitude 
and make-up were responsible for this is an unsettled problem. 
The amount of human misery due to ‘evestrain’ (and here 
in conformity with Stutterheim’s way of thinking I include 
*squint’) is so ‘ncomprehensibly vast that one would think 
that any contribution towards alleviation would be taken up 
avidly and enthusiastically by the profession. Stutterheim’s 
battle was a lonely one lasting over the years; yet his number 
of successes as far as patients were concerned was enormous, 
and not only through his own direct labours but just as 
much through those who understood and adopted his theories 
and techniques. 

It was unfortunate that just about the time Stutterheim 
brought out his theories other and completely different, but 
in the muddled heads of many people who should have known 
better, rather similar ‘techniques* of eye treatment appeared 
on the horizon. Stutterheim did not deal in ‘eye exercises *, 
he did not aim at ‘strengthening’ eyes or vision, or eye 
muscles. In the plainest possible terms, Stutterheim had 
discovered the far-reaching importance of an ignored and 
often poorly developed reflex for undisturbed and complete 
binocular vision. All! this was the purest physiological science, 
mixed with a good deal of deep philosophical thought, most 
of the philosophy as it appeared in his latest book (/ntro- 
duction to Diophthalmology, H. K. Lewis, 1950) being quite 
beyond the comprehension of most of us. The practical 
application of the Stutterheim theories was the rehabilitation 
of this reflex. It very often had to be resuscitated completely. 
but Stutterheim had endless patience, and never gave in, and 
so he established comfortable binocular vision, banished 
headaches, abolished squints and made possible to countless 
people happier and fuller lives. That many people finding 
their sight so much easier, and discovering that now they 


could see ‘very well’, discarded their glasses for long periods 
and only put them on on occasions when perfect focussing 
was required, was an acceptable by-product but it was not 
what Stutterhgim set out to do or promised his patients. 
Stutterheim’s gifts would have made him a success in what- 
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*(b) om dic volgende weefsels van die lyk van wyle 
te verwyder, op die oomblik by (plek waar 

lyk gehou word) 

vir. die *geneeskundige / wetenskaplike 

gemeld: 


Weefsel 


doel soos hieronder 


*Geneeskundige Wetenskaplike doel 


onderhewig aan die vereistes van die Wet op Na-doodse 
Ondersoeke en die Verwydering van Menslike Weefsels, 1952. 


Datum 


Mediese Praktisyn 
*Skrap wat nie van toepassing is nie. 


Geneeshere wat gevra mag word om ‘n na-doodse onder- 
soek uit te voer, word aangeraai om van die magistraat in hul 
distrik te verneem wat die spoedigste manier is waarop 
sodanige magtiging verkrybaar is, want die tyd faktor soos 
in die geval waar weefsel vir ‘n geneeskundige doel verwyder 
moet word, is van die uiterste belang. Hu le behoort ook by 
geneeshere wat in bevel van hospitale of inrigtings is navraag 
te doen of hulle deur die Minister van Gesondheid gemagtig 
is OM toestemming tot die handelinge waarna in artikel 2 (1) 
(a) en (b) van die Wet verwys word te verleen. 


ever career he would have taken up. Blessed with a striking 
appearance, he had an indefinable air de grand seigneur, 
which stood him in good stead in all the vicissitudes of his 
life. Son of the manse, he studied theology, but never used 
his degrees. Instead he went into the army, and reached 
officer's rank. His leisure was occupied in studying medicine, 
and later this became full-time. After qualifying he did some 
special gynaecology but soon decided that South Africa was 
the country for him, which it turned out to be. He thoroughly 
enjoyed several years of general practice on the High Veld, 
and became a connoisseur of horseflesh. There was no horse 
he could not ride; he was a splendid horseman. Incidentally, 
he introduced the first motor car into medical practice in his 
neighbourhood, his adventures in mud and spruits and on 
uneven roads forming a topic of conversation all round. That 
his efforts at farming were not crowned with the success they 
deserved was largely due to lack of capital, certainly not to 
lack of bright and useful ideas. 

After this period he went back to Europe to specialize 
and on his return settled in Johannesburg as an ophthal- 
mologist. It was here that his ideas about binocular vision 
came to him, and with his enormous powers of concentration, 
which at times made him somewhat vexing company, he 
worked at them and turned them over in his mind for many 
years. The outcome I have tried to sketch above. 


The first achievements of his research were accepted by 
an enlightened medical faculty of the University of the Wit- 
watersrand as a thesis for the degree of Doctor of Medicine. 
and were printed as a *Monograph Supplement’ to the 
British Journal of Ophthalmology, an unusual honour (1931). 
Here his tread was perhaps still somewhat uncertain, but in 
his later books Evestrain and Convergence (1937) and Squint 
and Convergence (1946) it is obviously the master who is 
speaking and his views evidently have become clear and have 
definitely stood the test of time and long experience. 


It is a good thing that Stutterheim has left these books 
behind. I may be partisan, but I believe them to be classics. 
Ophthalmology must turn to them more and more. One of 
the things in my life, | am most proud of, is my share in 
the appearance of these books. I had great fears that all 
Stutterheim's original thought and research and results would 
be lost to the world, and it took the combined efforts of 
several of us, including his family, and especially his wife 
and elder daughter, to make this restless man sit down and 
Start to write: and then there was the difficulty, not so much 


— 


11 April 1953 


of keeping him at it, but of making him keep to the point, 
and making him remember that books are written to be read 
by the average person. Stutterheim had studied philosophy 
apart from theology (it was nothing unusual for him in the 
old days when we were partners in general practice to wander 
into my laboratory and, whilst | was chasing bacteria, read 
me a chapter from Kant’s discussions of the reine 
Vernunft), and in the original concepts of his book he would 
go off into high flights of philosophical fancies which had 
a distant bearing on vision, but would have made the book 
difficult read ng for the man seeking information about what 
Stutterheim was up to and was trying to do. This tendency 
had to be curbed, again by the combined efforts of many of 
us 
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Ihe above is a bref sketch of the man as I knew him, 
und through the vears learned to admire more and more. 
To my mind he has not yet got the recognition he deserves 
The Rand Medical Faculty early on saw his worth and I 
think was proud to give him his doctor's degree. Last year 
the Biological Society presented him with the Semor Scott 
Medal, which is given for scientific research in South Africa. 
For his monument we must look to the countless people 
for whom he has, by his ideas and his work, opened up a 
life ‘at a higher level” as he sometimes put it. And when 
we think of his life and his work, we should also think of 
his wife who has stood by him through many years and 
through many things, and who by her understanding care 
made tt possible for him to do the great things he has done. 


REVIEWS OF BOOKS 


CARDIOSCOPY 


M.D., D.Sc., F.R.C.P. 
Butterworth & Co. 


William Evans, 
46s.) London: 


Cardioscopy. By 
(Pp. 143 + Xi. 
(Publishers) Ltd. 


Contents Preface Introduction. 1. The Normal 
Ocsophogram 2. Displacement of the Heart 3. Congenital Heart 
Disease. 4. Pericardial Disease. §. Rheumatic Valvular Heart Disease 
6 Cardiac Infarction. 7. Disease of the Greater Blood Vessels. &. The 
Heart and the Aorta in Systemic Hypertension 9% Pulmonary Heart 
Disease 10. The Heart in Endocrine Disorders 11. The Heart in 
other Disorders. Index 


Radiogram and 


The author states that ‘although cardioscopy (that is the 
fluoroscopic examination of the heart) uses divergent 
rays, producing a distorted image, its advantages of ease and 
simplicity make it the method of choice for routine work’, 
thus suggesting that the clinician can usually dispense with 
radiography and rely upon his cardioscopic findings. Never- 
theless. all the pictures are reproduced from teleradiographs 
and thus bear little resemblance to the * distorted’ fluoroscopic 
image that the reader may be tempted to rely upon. 

All the difficult questions that the cardiologist would like 
to have put into proper perspective are ignored completely. 
Thus there is no mention of the criteria for the diagnosis of 
cardiac enlargement, or for the differentiation of left from 
right ventricular enlargement. 

The subject is oversimplified and the limitations of the 
method are not discussed. None the less. the cardiologist and 
the radiologist will find the numerous typical and beautifully 
reproduced radiographs of value as a standard of comparison, 
and careful study of these pictures will stimulate earlier recog- 
nition of pathology on the radiographs, although they assist 
little in the interpretation of the cardioscopic findings. 

Cardioscopy without radiography should be used only to 
confirm a definite clinical diagnosis. and there is, therefore, 
no place for a book on cardioscopy as distinct from cardiac 
radiology. 


STANDARD BLOOD VALUES 


Standard Values in Blood. Edited by Errett C. Albritton, 
A.B., M.D. (Pp. 199 + x. South African price £1 18s. 3d.) 
Prepared under the Direction of the Committee on the 
Handbook of Biological Data (American Institute of 
Biological Sciences: The National Research Council). 
Philadelphia and London: W. B. Saunders Company. 
1982. 


Contents: 1, Physical Properties 2. Coagulation Phenomena. 3. Blood 
Groups. 4. Erythrocytes and Hemoglobin. 5. Leukocytes. 6. Blood and 
Bone Marrow Cells Water, Carbohydrate, Lipid, Protein 8. Amino 
Acids, Non-Protein Nitrogen 9 Phosphorus, Sulfur 10. Vitamins, 
Hormones, Enzymes 11. Electrolytes, Minera's. Gases. Acid-Base 12 
Effects of Radiation, Storage. 13. Therapeutic Agents. Bibliography. Index 


This is the first fascicle of a presentation of biological data 
prepared under the direction of the American Institute of 
Biological Sciences and the National Research Council. 

It is a very comprehensive survey of basic data, which 
should prove a very valuable reference series for every con- 
ceivable examination performed upon the blood. 


INTERNATIONAL JOURNAL OF SEXOLOGY 


The International Journal of Sexology, February 1935, 
Vol. VI, No. 3. (Pp. 131-195. £1 2s. for 4 numbers 
yearly.) India: The International Journal of Sexology, 
Whiteaway Building, Bombay 1, India. 1953. 


Contents| 1. A Case of Crutch Fetishism as the Result 
Ocdipus Complex 2. The Meaning of Coital Postures 3 
to Hindu Erotic Sculpture. 4. The Effects of Prostitution on Marital Sex 
Adustment. S Sexual Hygiene in Sweden 6. Recent Studies on the Sex 
and Love Relations of Young Girls: A Résumé. 7. The Sexual Picture. 
& Human She-Wolves * 9 Woman as the ‘Second Sex" 10. A 
Footnote to the Fuological Sudy of the Homosexual Syndrome. 11. Notes 
and Comments. Correspondence. Reviews 


of a Literal 
An Approach 


NUTRITION AND Dier 


Nutrition and Diet in Health and Disease. 
McLester, M.D. and William J. Darby, M.D., Ph.D. 
(Pp. 710 + xii. South African price: £4 Ss.) Sixth 
Edition. Philadelphia and London: W. B. Saunders Com- 
pany. South African representatives: P. B. Mayer, Cape 
Town, 1982. 


By James S. 


“ontents Part 1 Nutrition in 
2. Utilization of Food (continued), 3. Fuel Requirement 
Problem. ‘S. The Vitamins. 6. Inorganic Nutrients 
of Lesser Importance. 8 Milk and Milk Products. 9. Meat, Fish and 
Fees 10. Other Foods 11. The Normal Diet-—-Résumeé 12. Feeding 
of Infants. 13. Nutrition in Pregnancy and Lactation 

Part Il. Nutrition in Disease 14. Deficiency Diseases 1S. Diabetes 
Mellitus. 16. Gout 17. Obesity and Leanness. 18. Food Poisoning and 
Allergy 19. Diseases of the Kidney end Urinary Tract 20. Diseases of 
the Digestive Organs 21. Diseases of the Digestive Organs (continued) 
22. Febrile Diseases. 23. Diseases of the Heart and Arteries. 24. Diseases 
of the Blood 25 Diseases of the Joints 26. Diseases of the Nervous 
Svstem 27. Endocrine Disorders. 28 Diseases of the Skin. 29. Nutrition 
Nutrition in Surgery Appendix. Index 


Health 1. Utilization of Food 


4. The Protein 
7. Nutritional Factors 


in Surgery 


This new edition of what is one of the standard accounts 
of nutrition and diet provides an up-to-date survey of the 
field covered. 

Chapters have been re-written very completely, the newer 
vitamins in the B complex receiving special consideration. 
The section on Deficiency Diseases includes a discussion on 
kwashiorkor. 

The book falls naturally into 2 parts, the Physiology of 
Nutrition in Health forming a necessary and adequate basis 
for the section of Nutrition in Disease. This is an excellent 
perspective and proportion to observe, rendering the book a 
valuable addition to the library of the medical practitioner. 


Tue British 1953 


1953. Published under the direc- 
tion of the General Medical Council pursuant to the 
Medical Council Act 1862 and the Medical Act 1950. 
(Pp. 894 xxiv. 50s.) Published for the General Medical 
Council by the Pharmaceutical Press, London. 


Contents’ 1. General Medical Council, May 
Concerning Patents 
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British Pharmacopoeia 
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4. Precautionary Legal Notice. ‘$. Preface 
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nographs 10. Appendices. Index 
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Ihe new edition of the British Pharmacopoeia 1953 has just 
been published and becomes official from | September 1953 
This remarkable volume needs no introduction to the medical 
profession 

The task of 
great one because of 
ments in the practice of medicine 


producing the &th edition has been a very 


the remarkable and intricate develop 
antibiotics and 


Hormones 


Rati way Sick FUND REMUNERATION FOR ANAESTHELISTS 


issue of 28 February 1953 there 
appears a letter from the Secretary of the South African 
Society of Anaesthetists relating to remuneration tor Anaes 
thetists by the South African Railways & Harbours Sick Fund 
The salary offered to the Specialist is half the total amount 
now expended on a general practitioner service tor the same 
work This is surely unjust, and designed to economize at 
the expense of both general practitioner and the specialist 

The exposure of the tactics of not only the particular bod) 
mentioned, but of all such, and other employers of medical 
practitioners in part-time capacity to Medical Aid and Benefit 
Societies is long overdue 

The profession, designated a trade by the previous Govern 
ment, is traded upon by ruthless entrepreneurs, but it ts always 
expected to act, and in fact does act as a profession 

Our Association has an outstanding record pro bono 
publico. Wt encourages the formation of these Societies, to 
lighten the financial burden for their members, but the more 
it gives the more 1s demanded of it 


lo the Editor: In your 


Medical Aid and other Societies are pressing incessantly 
for tariff reductions 
Practitioners in many instances enter into clandestine con- 


tracts, with employers of labour, accepting low basic remunera- 
tion and hoping that the * perks’ will more than compensate. 
This short-sighted policy will, in the end, not only rebound 
upon themselves but also upon the profession as a whole 


The Association, with its almost 100 membership. mus! 
take a firm stand now with all employers of medical labour, 
and must act now against those who are guilty of under 


pricing and responsible for the lowering of the standards of 
living of the medical practitioner 

The glaring example auoted above is only one of very 
many The profession has in the past handled such matters 
as becomes profession Such behaviour interpreted 
as a sign of weakness on our part, because we have almost 
invariably yielded in the past 

Cannot gloves now be removed, and 
treated in the firmest possible manner” 


such sttuations be 
Brandarmou 

Natal 

8 March 1983 


ASSOCIATED With MeTHONIUM THERAPY 


your issue of February 1953 there is 
a letter from Messrs. Pharmachemie manufacturers of Metho 
mum compounds. [ had previously published an article ' in 
which I condemned the free use of these compounds for 
cases of hypertension but Messrs. Pharmachemie disagree 
with my views. ! was surprised to find that they based their 
disagreement solely on an American abstract? of my article 
Of course they should have read the original before they 
ventured upon any criticism; in the original article they 
would have seen that most of the points they raised had been 
discussed They would have seen that | was quite aware 
that Methonium intoxication can mimic the picture of intes- 
tinal obstruction and that neostigmine is the treatment of 
choice. | also mentioned that, with the temporary fall of 
blood pressure, thromboses can occur in brain, heart and 
mesentery, this case was so suggestive of mesenteric throm- 
bosis that it was thought inadvisable to withhold operation. 


To the Editor: In 


Merely on the basis of an abstract. Messrs. Pharmachemic 
took the view that death was due to severe ileus. In my 
article | had stated that the patient passed no mere than 


1 oz. of urine while in hospital. Clearly there were several 
morbid mechanisms in competition, but I felt that the actual 
lethal mechanism was renal failure due to a sudden fall of 
blood pressure 


MEDICAI 


CORRESPONDENCE 


JOURNAL April 1953 


blood group sera (including Rh) take an important place in 
modern climecal and laboratory practice and these are 
adequately represented It is of interest that the’ Fisher 
terminology has been adopted for Rh antisera and that stan 
dards for anti-D, antu-C and anti-E Rh serum are laid down 

This edition of the Pharmacopoeia is a mine of information 
and includes authoritative methods of biological assay 


I contended that Methonium treatment should be used tt 
at all) only for a small minority of desperate cases. Messrs 
Pharmachemic disagree: they state that numerous articles 
report satisfactory results in the majority of cases treated by 
hexamethonium compounds 1 agree that the have been 
articles to this effect There have also been articles to the 
opposite effect, that by Locket, Swann and Grieve * is typical 
These authors concluded that Methonium compounds were 
scarcely more effective in lowering blood pressure than mere 
bedrest; they believed that any subjective improvement was 
due to the bromide ion 

Moreover, | must reiterate a view expressed in previous 
papers: In the average case no direct attempt should ever 
be made to lower blood pressure: hypertension is only a 
defensive sign + of some deeper under!ving pathology. If the 
latter is successfully treated the resultant spontaneous drop 
in blood pressure could be regarded with satisfaction. But 
desperate cases demand desperate measures and in the com 
paratively rare cases of malignant hypertension even such 
dangerous drugs as the Methoniums should be given a trial 
However, the theoretical basis of such treatment should be 
noted: hypertension is supposed to result from stimuli carried 
by the sympathetic system and Methoniums are supposed to 
lower this hypertension by paralysis of autonomic ganglia 
But there is a strong evidence to suggest: 

(a) That hypertensive disease is not mediated by the nervous 
system 

(b) That 
pressure "; 

(c) That a short-term drop is caused in an already sympa 
thectomized hypertensive. 

Here, then, is a drug treatment which aims at the inoffensive 
component of a disease. but which attempts to eliminate that 
component by neutralizing a non-existent causative mechanism 
and which, in the event. fails to eliminate that component 
(hypertension) on a long-term view; its short-term etfect is 
quite accidental, in the sense that it is not predictable on 
the known physiological properties of the drug. It is difficult 
to feel much enthusiasm for such a treatment. 

It is accepted that we have sometimes stumbled upon the 
truth under the inspiration of false theories, but if Methonium 
therapy is to justify itself solely on empirical grounds, all 
clinical evidence should be subjected to the strictest appraisal 
Dummy ampoules would have to be given to alternate cases 
of malignant hypertension. Only by using such controls can 
we discount effects due to the spontaneous ebb and flow ot 
the disease and to the patient's own suggestibility. Alternative 
evidence, probably still more valuable, could be supplied by 
a sceptical type of general practitioner working on a few 
patients well-known to him and using a techniague of assess- 
ment which I described previously.» As vet I have heard 
no praise of the Methoniims from other practitioners. In 
my own practice I have been impressed solely by the undesir 
able side-effects 


Methoniums cause no long-term drop in blood 
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at the very 
first sign of a cold 


its development— 


antihistaminic therapy has been reported to abort the develop 
ment of the common cold in 90% of the patients commencing 
therapy within the first hour of the appearance of symptoms 


distressing symptoms— 


antihistaminic therapy shortens the duration and decreases the 
severity of an established cold.'-? 


spread of infection to others— 


the elimination of sneezing, lacrimation. rhinorrhoea and coughing 
reduces cross-infection.' 


CORICIDIN 


(Antipyretic-analgesic-antihistaminic) 


combines the classical “A.P.C. formula’ (Acetylsalicylic acid 
3-5 gr., Acetophenetidin 2°5 gr. and Caffeine 0-5 gr.) with Chior- 
Trimeton* the antihistaminic with minimal side-effects and greater 
effectiveness in doses as low as 2°4 mg.’ 


The Allergic Concept of the Common Cold: The sym 

of upper respiratory infections closely resemble those found in 
vasomotor rhinitis and hay fever. More histamine-like substances 
were found in the nasal secretions of persons suffering from 
colds than in allergic rhinitis.* 


Dosage and Timing: Two CORICIDIN Tablets at the very first 
indication of a cold, then one tablet every three or four hours 
for three or four days. In established colds, one tablet every 
three or four hours for palliative effect. 


Packing: CORICIDIN Tablets, tubes of 12, bottles of 25 
_and 100 


Bibliography. | Brewster | M  indust Med (6217. 1949 2 Murray HC 
Indust. Med (8215. 1949 3. Tislow. R and others Federation Proc. Parc | 
8 338. 1949. 4 Troescher-Elam, E Ancona.G Rand Kerr, W. Am.) Physio 
145 1945 M. Schering Corporatior 


CORPORATION, BLOOMFIELD, N.J., U.S.A. 
Sole Distributors 


SCHERAG (PTY.) LTD. P.O. BOX 7539 
JOHANNESBURG 
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is 
/ 
many indications illustrate 


its therapeutic importance 


Cortone—original brand of Cortisone—i- 


available in oral, topical, parenteral forms. 


Primary site Indications 
of pathology 


1. EYE Inflammatory eye disease 


2. NOSE Intractable hay fever 


3. LARYNX Laryngeal edema (allergic) 


. BRONCHI Intractable bronchial asthma 


. LUNG Sarcoidosis 


6. HEART Acute rheumatic fever with 
carditis 


BONES AND JOENTS Rheumatoid arthritis 
Rheumatoid spondylitis 
Acute gouty arthritis 
Still's Disease 

Psoriatic arthritis 


#. SKIN AND Pemphigus 
CONNECTIVE Tisstt Exfoliative dermatitis 
Atopic dermatitis 
Disseminated lupus 
erythematosus 
Scleroderma (early) 
Dermatomyositis 
Poison Ivy 


9 ADRENAL GLAND Congenital adrenal hyperplasia 12. ARTERIES AND Periarteritis nodosa (early) 
Addison's Disease CONNECTIVE TIsst 
Adrenalectomy for hypertension, 
Cushing's Syndrome, and 
neoplastic diseases 


13. KIDNEY Nephrotic Syndrome, without 
uremia (to induce withdrawal 
diuresis) 


10. BLOOD Allergic purpura 
BONE MARROW, Acute leukemia? (lymphocytic 
AND SPLEEN or granulocytic) 

Chronic lymphatic leukemia 


14. VARIOUS ks Sarcoidosis 
Angioneurotic edema 
Drug sensitization 
Serum sickness 
Waterhouse-Friderichsen Syndrome 


11. LYMPH NODES Lymphosarcoma: 
Hodgkin's Disease Transient beneficial effects 


EXPORT 
| MERCK (NORTH AMERICA) INE. | wenck « co. 1. 
161 Avenue of the Americas, New York 13, N.Y., U.S.A. | 


Chemists 


Rahway, VN. J. U.S. A. 


MULLER & PHIPPS SOUTH AFRICA (Pty.) LTD. 
Cape Town Durban’ East London § Johannesburg Port Elizabeth 
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The problem was 


VIR GENEESKUNDE 


to provide neutral, soluble aspirin in stable tablet form 


The therapeutic advantages of the calcium salt of 
aspirin over aspirin itself have been repeatedly stressed 
in medical literature. Being an acid substance of low 
solubility, aspirin may act as a gastric irritant. By 
contrast, calcium aspirin is neutral and highly soluble. 
Calcium aspirin, however, has its own defects. It is an 
unstable compound, and its presentation in stable and 
palatable research workers for 


form has challenged 


many years. The difficult problem of the preparation 
of calcrum aspirin in stable and palatable form has at 


last been solved in Disprin. Disprin has all the valuable 


Stable and palatable calcium aspirin 


Soluble and substantially neutral 


Clinical samples and literature supplied on application. 


properties of aspirin—analgesic, antipyretic and anti- 
rheumatic and, being soluble, it is more rapidly absorbed 
ind consequently more speedy in its therapeutic effect. 
Thus Disprin embodies the virtues both of aspirin and 


of calcium aspirin without certain 


defects which hitherto have re- 
stricted the usefulness of these two 


C+ 
DISPRIN 


preparations. Disprin rapidly 
dissolves in water to yield a 
solution of calcium aspirin, 


neutral, stable and palatable. 


Special hospital pack — prices on application. Made by the manufacturers of “Dettol’ 
RECKITT AND COLMAN (AFRICA) LTD., P.O. BOX 1097, CAPE TOWN 


Use ‘KODAK’ X-Ray 


Chemicals 
Radiograph Quality 


D.19b ‘KODAK’ DEVELOPER POWDER 
is a rapid and clean working developer. Ready 
-compounded according to specified formula, 
the components have merely to he dissolved in 
water. 


D.19bR ‘KODAK’ REPLENISHER POWDER 


provides an economical method of maintaining 
the strength of D19b developer solution, thus 
considerably increasing its working life. 


‘KODAK’ X-RAY ACID FIXING SALT WITH HARDENER 


Improved 


KODAK 


stops development immediately, minimises the risk of stain 


and has a long useful life. 


(SOUTH AFRICA) LIMITED 
CAPE TOWN - JOHANNESBURG - DURBAN 
‘Kodak’ is a registered trade-mark 
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“Vitamin By per unit of weight, is the most 
effective antianemic substance known.” 


RUBRAMIN 


SQUIBB vitamin Biz concentrate 


now in plentiful supply 
> essentially painless, protein-free aqueous solution 
> approximately the same cost as Liver Extract 


5 c.c. and 10 c.c. rubber-capped vials containing 50 and 
100 microgrammes per c.c. 


One microgram of Rubramin is approximately 


equivalent in anti-pernicious anemia activity to 1 
U.S.P. unit of liver extract. Hence, 100 microgrammes 
ofvitamin B,, are approximately equivalent to 
100 units of liver extract. 


“Rubramin”™ is a trade mark of 
E.R. Squibb & Sos SQUIBB 


Further information and literature is available from: 


PROTEA PHARMACEUTICALS LIMITED, P.O. 7793, JOHANNESBURG. PHONE 33-2211 


ALSO AT CAPE TOWN, PORT ELIZABETH, EAST LONDON AND DURBAN 
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VARICOSE ULCER of 27 YEARS DURATION 
HEALED IN 5 MONTHS 


JUNE 2ist NOVEMBER 24th 


The area of this ulcer on a 72-year-old woman was 56 sq. cms. 


TREATMENT : Elastoplast applied as The ulcer was re-dressed at fortnightly 
follows: no dressing to ulcer. Stirrup from intervals, its area steadily reducing until it 
head of fibula along lateral side of leg, under = disappeared completely after twenty-two 
sole and up medial aspect of leg to level of | Weeks. 
tibial tubercle. Long strip from tibial tubercle 
along anterior surface to base of toes. 
Elastoplast applied as continuous circular 
turns from base of toes to tibial tubercle 
enclosing heel, each turn overlapping the 
preceding one by § of its width. Two 
bandages were required and were applied as 
tightly as possible by hand. Patient instructed 
to perform normal household duties. 


ELASTIC ADHESIVE 


Elastoplast COMPRESSION BANDAGES 


TRADE MARE 


ELASTOPLAST ELASTIC ADHESIVE BANDAGES are widely used thoughout the world, because 
they have been found to give the precise degree of compression and grip required for succeessful treatment of 
varicose conditions. Elastoplast is an approved dressing for al] chronic conditions of the leg. It is also invaluable 
as a post-operative dressing, as a strapping for compression and support and for many purposes when a 
comfortable, occlusive dressing or elastic support is required. 

Elastoplast elastic adhesive bandages are available in widths of 2”, 2)”, 3°, 4” *§ yds. minimum stretched 
length. 


Made in England by T. J. Smith & Nephew Ltd., Hull 
Enquiries: Smith & Nephew (Pty.) Ltd. P.O. Box 2347, Durban 
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BIDUPAN 


(formerly Intestino! Concentrated) 


FOR RAPID, SUSTAINED, FOUR-WAY RELIEF IN 
@ INTESTINAL INDIGESTION @ GALLBLADDER STASIS 
@ BILIOUSNESS @ RECURRENT FLATULENCE, 
etc., etc. 
( PURE BILE SALTS 
Contains CONCENTRATED PANCREATIN 
| DUODENAL SUBSTANCE 
CHARCOAL 
IMPROVES BILIARY DRAINAGE and DIGESTION 
ALBUMIN, CARBOHYDRATES and FATS 
STIMULATES PANCREATIC SECRETION 


REMOVES FERMENTATIVE FACTORS 

SPREADS RELIEF IN BILIOUSNESS, INTESTINAL 
INDIGESTION and RECURRENT FLATULENCE 
SUPPLIED IN BOTTLES OF (00 TABLETS @ ©@ 


SUPPLIES AND FURTHER INFORMATION FROM 
OUR DISTRIBUTORS IN SOUTH AFRICA 


SIVE BROS. ¢ KARNOVSKY wn. 


JOHANNESBURG and DURBAN 


CAVENDISH CHEMICAL CO. (NEW YORK) LTD., 


OXFORD WORKS, WORSLEY BRIDGE ROAD, LONDON, 5S.E.26. 


» 

Transvaalse Provinsiale Administrasie 
VAKATURES BY PUBLIEKE HOSPITALE 
Aansocke word ingewag van kandidate met geskikte kwalifikasies 
vir die onderstaande poste by Publieke Hospitale in die Trans- 

vaal. 

Aansoeke moet gerig word aan die Geneeskundige Super- 
intendent of Verantwoordelike Geneesheer van die betrokke 
Hospitaal en moet volle besonderhede bevat aangaande die 
ouderdom, professionele, akademiese taalkwalifikasies, 
ondervinding en huwelikstaat van die applikant en moet voorts 
‘n aanduiding bevat van die vroegste datum waarop diens aan- 
vaar kan word: 

Lewenskostetoelae tans betaalbaar aan voltydse werknemers: 


Salaris Lewenskostetoelae 
Getroud Onegetroud 
Oor £350 £320 p.j. £100 p.j. 


Van persone wat aangestel word, sal verwag word om bevre- 
digende sertifikate in te dien, asook om hulle te onderwerp aan 
‘n geneeskundige ondersoek by die betrokke hospitaal. 

Aansoek vorms is verkrygbaar van enige Transvaalse Publieke 
Hospitaal of die Provinsiale Sekretaris, Afdeling Hospitaal- 
dienste, Posbus 2060, Pretoria 

Benewens jaarlikse salaris en lewenskostetoelae ontvang 
voltydse werknemers spoorwegkonsessie en word verlof toe- 
gestaan ooreenkomstig die hospitaal verlofregulasies. 

Die sluitingsdatum van aansoeke vir die poste is 20 April 
1983 


Hospitaal Vakature Emolumente Opmerkings 


Baragwanath Senior £2,000 Geregistreerde mediese 
Hospitaal- Radioloog perjaar praktisyn. D.M.R.; 
hestuur en die (1) hoér kwalitikasies in 


Universiteit 
van die 
Witwatersrand 


Wanted: Factory Medical Officer 


Applications are Medical Officer 


radiologie ‘n vereiste 


(40432) 


invited for a Factory 


Applicants should state qualifications Reply to P.O. Box 
20580, Durban 


This appointment has the approval of the Medical Associa- 
thon 
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The Medical Association of South Africa 


Die Mediese Vereniging van Suid-Airika 
AGENCY DEPARTMENT : AGENTSKAP-AFDELING 
JOHANNESBURG 
Medical House, 5 Esselen Street. Telephone 44-9134-5, 44-0817 
Mediese Huis, Esselenstraat 5. Telefone 44-9134-5, 44-0817 


PRAKTYKE TE KOOP : PRACTICES FOR SALE 

(Pr $73) Excellent Pretoria practice, established 20 years 
Iwo appointments worth £115 per month. Net income ot 
£3,000 p.a. £400-£500 monthly bookings. Three months 
introduction will be given. Premium required is £3,000, pay 
able as follows: £1,000 cash and balance at £100 per month 
Further details on application. 

(Pr $76) Unopposed O.F.S. country practice. Average ne! 
income is £2,000 per annum. Premium required is £1,500 and 
payable as follows: £500 deposit and balance out of earnings 
over a period to be arranged. Beautiful house and surgery to 


et. 

O.V.S. Uitstekende praktyk met een myn-aanstelling 
van £400 per jaar. Aanstelling is definitief oordraagbaar 
Jaarlikse inkomste van tussen £2,400 en £3,000 kan aansienlik 
vermeerder word. Premie is £750 en betaalbaar as volg 
deposito van ongeveer £500 en balans teen £25 per maand 
Huis en spreekkamers te huur teen £5 per maand. 

(Pr'S75) Oos-Transvaal. Geen opposisie en in hande van 
eienaar vir laaste 13 jaar. Een aanstelling. Jaarlikse inkomste 
is ongeveer £2,250. Lewenskoste baie laag. Pragtige woning 
en spreekkamers op een morg, tesame met praktyk, word 
aangebied teen die nominale bedrag van £3,500 en kopers 
kan voorstel tot afbetaling, voorlé. 

(P O15) REDUCED PREMIUM: Half share in O.F.S. country 
practice partnership. Annual income £7,000 plus, showing a 
net income of £2,000 for each partner. Premium reduced to 
£1,500 and terms can be arranged. 

(P O16) Half share in general practice in Southern Rhodesia 
hospital town. Average net share of each partner £4,600 p.a 
Appointments worth £2,700 p.a. Premium and house on 
terms. Will suit man with wide surgical experience. 


KAAPSTAD : CAPE TOWN 
Posbus 643, Telefoon 2-6177 : P.O. Box 643, Telephone 2-6177 


PRAKTYKE TE KOOP : PRACTICES FOR SALE 

(895) Partnership share in practice of Specialist’ Physician 
Details on application. 
(1132) East Griqualand. Opportunity for highly lucrative 
unopposed practice. Rich European farming area bounded 
by large native territory. D.S. appointment. Beautifully built 
large 7-roomed house on 3 erven. New Diesel lighting plan: 
fully automatic generating 230 volts £4.000 required for 
house. lighting plant, stock of drugs. Easy terms. 
(746) Large dispensing practice. mainly non-European 
Average annual cash receipts approx. £5,200. £5,500 required 
for premium, drugs and surgery furniture. Details on applica 
tion 


(1276) SW.A. VERY WELL-ESTABLISHED PRESCRIBING, 


PRACTICE with cash income for 1952 of £3,831 IIs. tl.600 
required for premium, instruments and excellent surger\ 
furniture. Full scope for surgery. Owner wishes to sell in 


order to specialize and is prepared to give easy terms 
(1115) Cape Town suburban practice. Details on application 
(1266) Noord-Kaaplandse hospitaaldorp. Praktyk met kontant 
ontvangste ongeveer £5,300 jaarliks. Geen opposisic. Medisyne 
word toeberet. Premic verlang £2.500 (medisyvne, spreek 
kamermeubels, ens. word ingesluit), Huis te Koop teen £2.000 
Terme in afbetaling kan gereél word 

(1279) Kaap Provinsic, Hawestad. Praktyk met inkomste var 
£3.700. Premie £3,500, apteekmeubels, ens. ingeslote. Huis 
moontlik te huur, teen £20 p.m. Uitstekende geleentheid vir 
uitbreiding. 

(1280) Eastern Cape dispensing practice with a large native 
population. Gross receipts £3,151. Premium required £1,500 
including drugs. fittings and furniture. Modern house for sak 
at £3,500 
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Provincial Administration of the 
Cape of Good Hope 


HOSPITALS DEPARTMENT 
HOSPITAL BOARD SERVICE: VACANCIES 


1. Applications are invited for the following vacant posts in 
the Hospital Board Service: 


Institution Post Emoluments Closing Applications 
Date must be 

addressed to 

Kimberley Medical £1,600 p.a. 27.4.53 The Director 


of Hospital 


Hospital, practitioner, (fixed) 
Services, 


Kimberley — grade E 


(Patholo- P.O. Box 
gist) 2060, Cape 
Town. 

Junior £240 p.a. 27.4.53 The Medical 
Resident plus board, Superinten- 
Medical quarters dent, Kim- 
Officer (£72 p.a.) berley Hos- 
(intern) and pital, Kim- 
(6 posts) laundering berley. 
(contract (£6 p.a.) 

period 

1.7.53 to 

31.12.53) 


2. Conditions of service are prescribed in terms of Hospital 
Board Service Ordinance No. 19 of 1941, and the regulations 
framed thereunder. 

3. In addition to the scale of salary indicated a cost-of-living 
allowance at rates prescribed from time to time by the Adminis- 
trator is payable to whole-time officials and employees. 

4. The successful candidates, if not already in the Hospital 
Board Service, will be required to submit satisfactory birth and 
health certificates. 

5. Application must be made on the prescribed form (Staff 
23) which is obtainable from the Director of Hospital Services, 
P.O. Box 2060, Cape Town, or from the Branch Representative 
of the Hospitals Department, P.O. Box 1487, Cape Town, or 
from the Medical Superintendent of any Provincial Hospital or 
Secretary of any School Board in the Cape Province. 

6. Candidates must state the earliest date on which they can 
assume duty. (A$62591) 
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Provinsiale Administrasie van die kaap 
die Goeie Hoop 
HOSPITAALDEPARTEMENT 


HOSPITAALRAADSDIENS: VAKATURES 


1. Aansoeke word ingewag om die volgende vakante poste in 
die Hospitaalraadsdiens : 


Emolumente Sluitings- Aansoeke 
datum moet gerig 
word aan 
Kimberley- Geneesheer, £1,600 p.j.  27.4.53 Die Direkteur 
hospitaal, graad E (vasgestel) van Hospi- 


Inrigting Pos 


Kimberley (Patoloog) taaldienste, 
Posbus 2060, 
Kaapstad. 
Junior £240 p.j. 27.4.53 Die Mediese 
Inwonende plus kos en Superinten- 
Mediese inwoning dent, Kim- 
Beampte (£72 p.j.) berley-hospi- 
(6 poste) en klere- taal, Kim- 
(kontrak was (£6 berley. 
periode p.j.) 
1.7.53 tot 
31.12.53) 


2. Die diensvoorwaardes word voorgeskryf ingevolge die 
Ordonnansie op Hospitaalraadsdiens nr. 19 van 1941, soos 
gewysig, en die regulasies wat daarkragtens opgestel is. 

3. Benewens die salarisskaal soos aangedui is 'n lewenskoste- 
toelae betaalbaar aan voltydse beamptes en werknemers teen 
—— y wat van tyd tot tyd deur die Administrateur vasgestel 
word. 

4. Die geslaagde kandidate, indien nie reeds in die Hospitaal- 
raadsdiens nie, moet bevredigende geboorte- en gesondheid- 
sertifikate indien. 

5. Aansoek moet gedoen word op die voorgeskrewe vorm 
(Staf 23) wat verkrygbaar is by die Direkteur van Hospitaal- 
dienste, Posbus 2060, Kaapstad, of by die Takverteenwoordiger 
van die Hospitaaldepartement, Posbus 1487, Kaapstad, of by 
die Mediese Superintendent van enige provinsiale hospitaal 
of by die Sekretaris van enige Skoolraad in die Kaapprovinsie. 

6. Kandidate moet die vroegste datum meld waarop hulle 
diens kan aanvaar. (AS62591) 


Provincial Administration of the Cape 
of Good Hope | University of 
Cape Town: 


JOINT MEDICAL STAFF FOR GROOTE SCHUUR AND 
OTHER TEACHING HOSPITALS: VACANCY 


(1) Applications are invited from registered medical practi- 
tioners (registered specialists) for appointment to the following 
post: 


Department of Pathology 


One post of medical practitioner, Grade D (third assistant) 
with salary on the scale £1,200 ~ S0—£1,500 per annum. 

(2) The conditions of service are prescribed in terms of 
the Hospital Board Ordinance No. 19 of 1941. as amended, 
and the regulations framed thereunder. 

(3) The Joint Medical Staff will be required to serve jointly 
the Provincial Administration of the Cape of Good Hope 
and the University of Cape Town 

(4) Application must be made on the prescribed form (Staff 
23) which is obtainable from the Director of Hospital Services, 
P.O. Box 2060, Cape Town, or from the Medical Super- 
intendent of any Provincial Hospital or Secretary of any 
School Board in the Cape Province 

($5) The completed application forms must be addressed to 
the Director of Hospital Services, P.O. Box 2060, Cape Town, 
and must reach him not later than 27 April 1953. Candidates 
must state the earliest date on which they can assume duty. 

(AS62580) 


Provinsiale Administrasie van die Kaap 
die Goeie Hoop / Universiteit van 
Kaapstad : 

GESAMENTLIKE MEDIESE PERSONEEL VIR DIE 
GROOTE SCHUUR EN ANDER OPLEIDINGS- 
HOSPITALE: VAKATUUR 
(1) Aansoeke word ingewag van geregistreerde geneeshere 
(geregistreerde spesialiste) vir aanstelling tot die volgende pos 
Departement van Patologie 

Een pos geneesheer, Graad D (derde assistent) met salaris 
volgens die skaal £1,200 x 50—£1,S00 per jaar. 

(2) Die diensvoorwaardes word voorgeskryf ingevolge dic 
Ordonnansie op Hospitaalraadsdiens nr. 19 van 1941, sows 
gewysig, en die regulasies wat daarkragtens opgestel is 

(3) Van die Gesamentlike Mediese Personeel sal vereis word 
om die Provinsiale Administrasie van die Kaap die Goeie 
Hoop en die Universiteit van Kaapstad gesamentlik te dien 

(4) Aansoek moet gedoen word op die voorgeskrewe vorm 
(staf 23) wat verkrygbaar is by die Direkteur van Hospitaal- 
dienste, Posbus 2060, Kaapstad, of by die Mediese Super- 
intendent van enige provinsiale hospitaal of sekretaris van 
enige skoolraad in die Kaapprovinsie 

(S) Die ingevulde aansoekvorms moet gerig word aan dic 
Direkteur van Hospitaaldienste, Posbus 2060. Kaapstad, en 
moet hom uiters op 27 April 1953, bereik. Kandidate moet 
die vroegste datum meld waarop hulle diens kan aanvaar. 

(A562580) 
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(ily of Johannesburg 
VACANCIES 


Applications are invited for the following vacant positions 
in the City Health Department: 

(1) Tuberculosis Medical Officer: Grade 8 (£1,104 =x 24 
£1,152 per annum) plus locomotion allowance. 

(4i) Night Sister, Waterval Hospital: Grade 24 (£384 x 12 

£408 per annum) plus uniform and £1 per month infectious 
disease allowance 

In addition to the basic salary a cost-of-living allowance is 
paid in accordance with the Council's resolution of 28 August 
1942 as amended, which at existing rates will give a total 
ray Ta as ow 
nonthly remuneration as shown 

remuneration including 


tnnual salary cost-of-living allowance 


£ £ 
1,152 123 6 O 
1,104 119 6 O 

408 ; 57 17 9 

IR4 543 8 


Ihe successful applicants will be required to undergo a 
medical examination and become members of the Council's 
Pension Fund 

Applicants for (i) must be medical practitioners registered 
to practice in South Africa. Experience in the treatment of 
tuberculosis cases, including the conduct of tuberculosis clinics 
for Europeans and non-Europeans is desirable. 

Applicants for (ii) must be in possession of the General 
Nursing and Midwifery Certificates. The successful applicant 
will be permitted 2 nights off a week. Transport to and from 
the hospital is provided 

Personal canvassing for appointment in the gift of the 
Council is strictly prohibited. Proof thereof shall disqualify 
a candidate for appointment 

Applications in the candidates’ own handwriting on special 
torms to be obtained from the Central Staff Office, Room 223, 
Municipal Offices, must be placed in the box in Room 223, 
Municipal Offices, or posted so as to reach the Town Clerk 


hefore 4 p.m. on 6 May 1953 Brian Porter 


Town Clerk 
(A2128 /48) 


Raleigh Fitkin Memorial Hospital 


Bremersdorp, Swaziland 
(CHURCH OF THE NAZARENE) 

Applications are invited for the post of Resident Medical 
Officer at the above Mission (Protestant) Hospital. The 
hospital is recognized for internships under the Medical 
Council 

Applications with all particulars should be addressed to 
The Medical Superintendent, P.O. Box 14, Bremersdorp, 
Swaziland 


Wanted 


One Physiotherapist to work full-time at Rehabilitation Centre 
in Gwelo, Southern Rhodesia. Salary £40 per month. 
Accommodation provided at site at £9 per month. Reply: 
Secretary, Poliomyelitis Rehabilitation Centre, P.O. Box 484, 
Gwelo, Southern Rhodesia. 


Locum Required 
For a period of 4 weeks (3-31 May 1953) in Umtali, Southern 
Rhodesia. £2 12s. 6d. per day, board and lodging and car 
Mixed general 
Write P. P.O. Box 643, Cape Town. 


expenses. Locum should possess his own car 
practice 


Western Province Blood Transfusion Service 


Applications are invited from medical practitioners prepared 
to give part-time service for the purpose of drawing blood 
trom donors, administering blood transfusions and medically 
examining donors. Full details will be supplied on applica- 
tion, Write: Secretary, Western Province Blood Transfusion 
Service, P.O. Box 3788, Cape Town 
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(.V.S. Provinsiale Administrasie 
VOORTREKKER HOSPITAAL, KROONSTAD 
VAKATURE: SPESIALIS ANAESTETIKUS 
Aansoeke word gevra van geregistreerde spesialis anaesteti 
kusse vir bogenoemde pos, in ‘n deeltydse hoedanigheid met 
die reg van private praktyk. Dienste bestaan uit 4 sessies 
van 4 uur elk, per week, teen besoldiging van £205 per jaar 
per sessie. 

Aansoeke op die voorgeskrewe vorm Z83, verkrygbaar van 
die Sekretaris of enige Magistraatskantoor, tesame met 
gesondheid- en geboortesertifikate, sowel as gesertifiseerde 
afskrifte van sertifikate en getuigskrifte, sal deur onderge 
tekende ontvang word tot I2nm. op Dinsdag 14 April 1953 
F. A. van Coller 

Geneesheer-Direkteur 
(A 395637) 


Kroonstad 
16 Maart 1953 


(.F.S. Provincial Administration 
VOORTREKKER HOSPITAL, KROONSTAD 
VACANCY: SPECIALIST ANAESTHETIST 

Applications are invited from registered specialist anaesthetists 
for above post, in a part-time capacity, with right of private 
practice. 

Duties consist of 4 sessions of 4 hours each, per week, at 
remuneration of £205 p.a. per session. 

Applications on prescribed form No. Z83, obtainable from 
the Secretary, or any Magistrate's Office, together with certified 
copies of certificates, testimonials, birth certificate, and health 
certificate, will be received by the undersigned up to 12 noon, 
Tuesday, 14 April 1953. 

F. A. van Coller 

Medical Superintendent 

(A 395637) 


Kroonstad 
16 March 1953 


City of Salisbury 
VACANCY: MEDICAL OFFICER CLINICAL 


Applications for the following post should be addressed to 
the Medical Officer of Health, P.O. Box 596, Salisbury, and 
arrive not later than 22 April 1953. 

Medical Officer Clinical (Male). £1,108 16s. = £43 4s. 
£1,281 12s. Cost-of-living allowance £210 per annum 
increasing to £230 per annum on maximum salary. 

Duties of post include clinical work in connection with 
Council's African Dispensary Services, Native Infectious and 
Venereal Diseases Hospital, and relieving duties at the Euro- 
pean Infectious Diseases Hospital. Private practice is not 
permitted and the holding of a Diploma in Public Health 
would be a recommendation. 

Successful candidate will be required to provide his own 
transport, an allowance at present fixed at 9d. per mile is 
payable for all official mileage. 

Children’s allowances are payable at present at £30 per 
annum for first child, and £24 for second and third children 
Applicants must submit copies of testimonials, state age, place 
of birth, nationality, marital state, qualifications and experience, 
and earliest date duties can be commenced. (2339) 


Medical Rooms to Let 
JOHANNESBURG—WESTERN SUBURBS 
In the heart of the western suburbs, particularly Mayfair 
West, Crosby, Brixton and Hursthill, modern rooms, furnished 
or unfurnished, suitable for full-time or part-time use. For 
further particulars contact J. Noach, 47 High Street, Brixton. 
Johannesburg. Telephone: 35-4119. 


Partnership for Sale 


Half-share in extensive essentially English-speaking private 
practice in Pretoria. 
Applicants should state religion, 
experience and any further relevant information. 
Apply in the first instance to ‘The Manager (Life)’, P.O 
Box 1000, Pretoria. 


qualifications. 
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AMIGEN 5% 
Ss Dextrose SOLUTIO™ 


S.A. TYDSKRIF VIR GENEESKUNDE 


“Surgery has been made safe for the patient; 
we must now make the patient safe for surgery” 


The above epigram, credited to a famous surgeon, 
emphasizes the necessity of achieving optimum nu- 
trition in the surgical patient. Among the essential 
nutrients contributing to optimum nutrition, few 
equal protein. As a source of parenteral protein nour- 
ishment, Amigen* solutions are effective, convenient 
and economical. 

Amigen holds a special place in the esteem of the 
medical profession. Rarely has a product received 
such wide recognition. Over 500 references to Amigen 


have appeared in medical and scientific literature. 

Amigen provides all the amino acids needed for 
synthesis of tissue protein. By the use of Amigen, the 
physician can provide protein nutrients parenterally 
—when the patient cannot take food by mouth; when 
complete rest of the alimentary tract is desired; when 
parenteral supplementation of oral food intake is 
indicated. 

On request, we will be pleased to send the Amigen 
Handbook for Physicians. 


Mead Johnson & Company's Amiset* 
features a new air filter, a plastic dripme- 
ter, an efficient tubing compressor, and a 
plastic needle adapter. The Amiset is de- 
signed to save time and is efficient, con- 
venient, and economical. 


eT. M. Reg. U. 8S. Pat. of 


MEAD JOHNSON & CO. 
EVANSVILLE 21,1ND., U.S.A. 


South African Trade Enquiries: Johnson & Johnson (Pty.) Ltd., P.O. Box 727, East London 
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Combining a delicious, soothing syrup with sedative and ex- 
pectorant agents for the symptomatic relief of coughs due to 
colds and other infections of the upper respiratory tract. 


Exch Stuicounce cortains 


CODEINE PHOSPHATE . 1 gr. 
SODIUM CITRATE. . . 25S @rs. 
AMMONIUM CHLORIDE. = 5 grs. 
IPECAC SYRUP . . 30 mms. 


MENTHOL 
AND AROMATICS . . qs. 


in a Benzoinated Syrup—Alcohol 2% 


CODEINE PHOSPHATE 


ABBOTT LABORATORIES S.A. (PTY) LTD. 


JOHANNESBURG CAPE TOWN OURBAN 
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